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ABSTRACT
An Evaluation of Specific Mursing Interventions in the Management of 
Patients Suffering from Manic Depressive Psychosis.
Phi lip J. Barker
This study examined the effect of three different nursing interventions 
in the management of women diagnosed as suffering from manic depressive 
psychosis. The thesis was presented in three parts.
In Part One, an examination was made of the role of the nurse in caring 
for patients suffering from affective disorder in general. Four sub­
studies were used to define the construct ’routine nursing care'. These 
comprised: a critical appraisal of (1) the training and (2) the 
examination of Scottish nursing students; Scottish nurses’ perceptions 
of their role in caring for, (3) patients with manic depressive 
psychosis and (4) patients with affective disorder in general. These 
sub-studies suggested that psychiatric nurses were trained to offer a 
general, supportive, pattern of care to all patients suffering from 
affective disorder. No clear difference was found between the role 
perceptions of nurses caring for 'depressed* patients in general, and 
those caring for manic depressive patients in particular.
In Part Two, a further sub-study (5) examined a specific psychological 
construct, locus of control, within the context of women diagnosed as 
manic depressive psychosis, in remission. This study suggested that 
women with a history of depression-only, differed from a normative 
sample on one scale, with both depression-only and mania and depression 
subjects differing from each other, and from the normative sample on a 
second locus of control scale. In a final sub-study (6) a new locus of 
control scale scale was developed to measure the the patient’s 
expectations of her capacity to influence her status as a sufferer from 
affective disorder. Sub-studies 5 and 6 suggested the possible role 
played by the locus of control construct, as a mediating factor in the 
precipitation and maintenance of major affective disorder.
In Part Three, the main (experimental) study compared the effect of 
three discrete nursing interventions, Routine Nursing Care, Self 
Evaluation and Modified Cognitive Therapy, on measures of four 
dependent variables characteristic of depression, and satisfaction 
with care and treatment. The results suggested that, despite the 
absence of significant between-group differences on all measures of the 
dependent variables, the Modified Cognitive Therapy intervention showed 
more clinically significant changes on three of the clinical variables, 
and that subjects in the MCT group become more internalised on the 
locus of control measure. This, suggests that the MCT group subjects’ 
view of their capacity to control external sources of reinforcement, 
might have increased as a function of exposure to the training in self­
management inherent in the MCT intervention. The implications of these 
findings for psychiatric nursing education and practice are discussed.
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CHAPTER 1
IMTRODUCTIOM
From Insanity To Illness
The science of psychiatry is a young one indeed. At the turn of the
century, Freud and his colleagues tried to build a scientific model of
psychological man which revolutionised the attitudes of many to mental
disorder, its genesis and treatment. Although influential, the
psychological school had its opponents and detractors. Those who were
in charge of more seriously disordered patients, and who disapproved or
despaired of the analyst's metaphysical attempts to solve the
intrapsychic problems of the insane, continued to experiment with what
appeared, by present standards, to be desperate, ill-considered and
'unscientific' courses of action. Psychosurgery, the most radical
'cure' of all was greeted as a promising innovation in the early
1940’s, but has since been seen by others as merely another chapter in
the history of drastic biomedical intervention (Valenstein, 1986).
Critchely comments thus upon the inevitable Inclusion of brain surgery
in the armamentarium of modern psychiatric techniques:
The failure of conservative measures to alleviate symptoms and 
behaviour of a large and captive population of psychotics 
encouraged the introduction of procedures which were reckless, 
drastic, traumatic and crude...dangerous methods inducing states of 
hypoglycaemia, smothering, suffocation, hypothermia, electroshock, 
or convulsant drug-intoxication were deliberately employed 
(Critchley, 1986, p.7>.
All these 'drastic' interventions arrived before this century was 
thirty years old, leading Partridge to write of the psychoses that 
their:
1
. . . stubborness and resistiveness to treatment, expose so clearly 
the ignorance of their pathology and aetiology that they arouse 
aggressive reactions in the baffled and frustrated therapist (cited 
by Critchley, 1986, p.7).
Over the past thirty years, views about mental disorder have changed
markedly once again, with a burgeoning theoretical literature on the
aetiology of psychiatric illness. Even the radical hypothesis that the
traditional conceptual basis of mental Illness is largely mythical, has
become almost commonplace (Moore, 1975). Szasz’s (1962) original
assertion that mental illness, per se, does not exist, but represents
physical illness with mental symptoms, may not have received widespread
official support, but his argument has led others to challenge the
factual basis of the state we call mental disorder. Kendell (1983a)
appears to take Szasz’s argument a stage further when he asserts that:
...(all) diseases are merely concepts, man-made abstractions 
Justified only by their convenience and liable at any time to be 
adjusted or discarded (Kendell, 1983a, p.208).
He emphasises that mental disorders are invented rather than
discovered. Ve continue to use traditional terms like schizophrenia or
manic depressive psychosis only because ’’the concepts they represent
make it easier to comprehend the variegated phenomena of insanity
(sic)Cp. 208]’’. It is clear, however, that researchers and clinicians
have begun to acknowledge more and more the possible distinction
between disorders which may have a physical base and those which Szasz
would call ’problems of living*. The continued search for an
identifiable biophysical basis for some mental disorders, expressed
mainly through the growth of neuroscience, has accentuated the
distinction between disorders which are thought to be of psychosocial
2
origin, such, as some anxiety states, and those where some organic or 
physiological origin is assumed, as in the case of schizophrenia. The 
treatment of these two ’classes* of mental disorder also has displayed 
marked differences. Psychosocial problems, traditionally classed as the 
neuroses, usually are offered some form of psychotherapy, with optional 
medical treatment, whereas disorders with an assumed biophysical base, 
the psychoses, usually receive medical treatment with optional 
psychotherapeutic support. The importance of such a distinction, for 
the future development of psychotherapy, has been emphasised by some 
psychologists, such as Eysenck (1976).
Affective disorder
Depression is one of the oldest recognisable psychiatric disorders, 
with descriptions of depressive states existing as early as the second 
century A.D, in the writings of the physician Aretaeus (Kendell,
1983b). The semeiology of the disorders of affect has, however, always 
been the poor relation of descriptive psychopathology (Berrios, 1985), 
with several examples of the difficulty encountered in developing a 
descriptive language for affectivity, as distinct from disorders of 
thinking, occurring throughout the history of psychiatry (Bleuler,
1906; Chaslin, 1912; Ribot, 1897). The view that all disorders of 
affect exist as a function of thought disturbance has been held at 
least since the nineteenth century. The view that feelings play only a 
secondary role in the definition of human nature dates back almost to 
ancient Greece (Berrios, 1985). Indeed, the term 'feelings’ represents 
the widest and most abstract of a family of statements about subjective 
experience which includes mood, sentiment, passion, emotion and
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propensity. Such feelings are defined generally in a negative fashion, 
as experiences which are neither cognitive nor volitional (Berrios, 
1985). Contemporary aetiological models continue to define affect in 
terms of disturbance of thought or behaviour.
The term ’affective disorder’ is used universally as the modern label 
for a class of disorders in which disturbance of mood is prominent, and 
considered fundamental. Where the disturbance is characteristically 
severe, it is often described as an affective psychosis (Kendell,
1983), which is the contemporary equivalent of Kraepelin's (1921) term 
’manic depressive psychosis’. The prominent feature of any affective 
disorder is a phasic change in vitality. This is shown psychologically 
in disturbances in the cognitive and affective spheres, somatically in 
loss of drives for food and sex and in both areas in changes in 
rhythmns. Where mania is evident these features are reversed, with 
acceleration of cognitive functioning and motor behaviour and a marked 
elevation of mood. Although it could be argued that there are many 
specific affective disorders within this grouping, mania and 
depression, occurring separately or alternating, are most common.
Clinical depression can be distinguished from ’natural depression* 
where psychological pain arises from some unpleasant life event. Such 
’melancholy’ eases with the passage of time, often leaving a legacy of 
understanding if not psychological growth. Pathological depression may 
involve a similar experience of sadness, but one which seems to be an 
exaggerated response to the precipitating event. This not only disrupts 
the person’s life but may pass only to recur fitfully, or on some kind
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of schedule, each re-occurrence recreating the pain of the initial 
experience.
Historical roots of the definition of depression. Zilboorg (1944) 
suggested that the symptoms of depression had remained unchanged across 
twenty-five centuries. Differing views of clinical depression across 
the history of psychiatry may have more to do with theoretical concepts 
than with the actual presentation of the patient. This is evident in 
the historical reviews of the concept provided by Lewis (1934) and 
Zilboorg (1941). Falret first distinguished between melancholia and 
episodic depression, with his introduction of the term ’folie 
circulaire’, observing also that the disorder appeared to run in 
families and most affected women. Kraepelin extended the ’scientific* 
view of mental disorder greatly with his nosological system which 
distinguished between dementia praecox, later termed schizophrenia, and 
manic depressive insanity, which embraced ’folie circulaire’, all 
melancholic and manic states, single or recurrent, and various other 
morbid fluctuations of mood (see Braceland, 1957). His most significant 
contribution may, however, have been his reinforcement of the medical 
model of psychiatry, taking the view that all psychiatric disorders had 
an (as yet) unidentified organic basis and would follow a predictable 
course. The distinction between manic depressive insanity and dementia 
praecox in terms of the resultant effect on the functioning of the 
person, was a prime example of the model in practice. In Kraepelin’s 
view, manic depressive psychosis seemed unrelated to the patient's 
environment and life style. He assumed, therefore, that the aetiology
5
of manic depressive psychosis was rooted in heredity, constitution or 
metabolism.
Endogenous and exogenous depression. Meyer (1908) was a notable 
dissenter to Kraepelin’s concept of psychiatric illness as a mental 
equivalent of physical disease. He rejected the notion of depressive 
disorder arising purely from a physical cause, suggesting instead that 
depression arose from the interaction of some precipitating factor, or 
life event, with the constitutional make-up of the individual. This 
conflict of opinion on the root of depressive disorder remains 
unresolved to the present day. Traditionally, some depressions have 
been described as ’reactive’, or exogenous, stemming from an apparent 
aversive life event. The use of the concept ’endogenous’ in relation to 
depression may originate from Bonhoeffer’s (1910) term ’exogenous 
reactions’ in which he was referring to diseases of the brain caused by 
external toxic agents (cited by Arieti, 1980). Where such an 
environmental trigger is not obvious the depression is termed 
'endogenous', arising from within. Arieti (1980) has suggested that 
American psychiatry gave an undue emphasis to the concept of reaction 
in depresssion, missing Meyer’s acknowledgement that a defect within 
the individual was stimulated by some environmental factors. Ariskal
(1979) recommended that the term endogenous should be discarded "as it 
implies etiologic independence from environmental influences (p.415)’*.
The classification of affective disorder: binary and unitary theory. 
Kendell (1976) suggested that although a number of depression 
classifications exist there is little to choose between them. Spitzer’s
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Research Diagnostic Criteria (Spitzer e t  a l . ,1978) provided operational 
criteria which facilitate independent classification of nine distinct 
depressive states, the most important categories being uni-polar and 
bi-polar major depressive disorder, and endogenous major depressive 
disorder. Under this classification, Kraepelin’s ’manic depressive 
insanity* is split into two categories of r e c u r r e n t  mood disturbance: 
either uni-polar or bi-polar disorder. Vhen recurrent depression o r  
mania only is evident, the illness is classified as uni-polar. Where 
depression and mania alternate, the term bi-polar is used. Although 
this distinction is commonly accepted, Perris (1966) suggested that 
almost one half of patients diagnosed as uni-polar will become bi-polar 
in subsequent episodes, suggesting that it is an as yet incomplete 
classification system (Shaw, Kellam and Mottram, 1982). Awareness of 
such an eventuality has encouraged most psychiatrists, in Britain at 
least, to classify all forms of recurrent and severe depression as 
manic depressive psychosis (laylor, 1987).
The unipolar/bipolar distinction is only one of the dichotomous 
classification systems in current use. Others include the distinction 
between p r i m a r y  and s e c o n d a r y t e n d o g e n o u s  and r e a c t i v e , and p s y c h o t i c  
and n e u r o t i c  depression. Although each system has some prognostic 
value, they represent, primarily, mechanisms for the classification of 
symptoms and their hypothetical aetiology. These dichotomous 
classifications stem from Kraepelin’s original formulation, which 
stipulated two depressive types - manic depressive psychosis and 
psychogenic depression. Such a distinction between ’psychotic’ and 
’neurotic’ types of depression evolved in American psychiatry (Levitt,
7
Lubin and Brooks, 1983). In Britain, Lewis (1934) argued that the 
Kraepelinian binary conception of depression was based simply on two 
extremes of a single continuum of severity of illness. Manic depressive 
psychosis and 'reactive’, or psychogenic depression, in his view, were 
not seperate illness types.
Several factor analytic studies, using multivariate statistics, have 
challenged Lewis' view. Mendels and Cochrane (1968) reviewed seven 
factor analytic studies, each of which derived a general and a bipolar 
factor. They observed a fair degree of agreement among the studies on 
the symptoms comprising the bi-polar factor: these were relatively 
consonant with the conventional clinical view of the endogenous type of 
depression. Despite this apparent concordance, the studies, in toto, 
are seen as unconvincing, especially in the light of serious 
methodological defects (Levitt, Lubin and Brooks, 1983). Kendell (1969) 
was one of the first to argue that factor analysis demonstrated nothing 
more than the impact of the clinicians' theoretical biases upon a 
research attempt to classify depression. In a critique of specific 
factor analytic studies, Kendell pointed out that the studies used 
clinical ratings from psychiatrists who believed in the binary theory 
of depression. In his view the experimental analysis "naturally" 
confirmed these theoretical leanings. In Levitt, Lubin and Brooks'
(1983) view, factor analysis was a useful statistical tool, but was no 
more than that: "like a computer, it does not distill truth from 
buttons and beans (p.27)”. In their view factor analysis, or any 
mathematical technique, is bound to reflect the biases contained in
8
information which is weighted according to an underlying theory, such 
as the unitary/binary concept.
The binary distinction, between biological and non-biological Cor 
psychosocial) depression, continues to receive critical 
attention.Recent studies have provided further support for Lewis' view 
that the distinction between 'situational' or reactive depression, and 
’non-situational' or endogenous depression, is invalid (Ariskal, 1979; 
Garvey et al.t 1984). These authors suggest instead that major 
depressive disorder (sic), where depression of a severe and recurrent 
nature is evident, involves clinical phenomena which are similar to 
'reactive*, or 'neurotic' depressions and may arise from either 
endogenous or exogenous causes. In a related vein, Tsaung et al. (1985) 
suggest that although it is common to assume an aetiological 
distinction between bi-polar and unipolar depressive illness, these 
share a common aetiology and are, respectively, mild and severe forms 
of the same disorder. They add, however, that in addition to the common 
aetiology:
...each disorder might involve a unique source which is responsible 
for their phenotypic differences. This unique source could be 
either genetic or environmental (Tsaung et al., 1985).
As noted above, no common international classification system exists 
for the diagnosis of depressive illness. In an attempt to maintain 
consistency, against the background of clincial and research 
diagreement, the term affective disorder will be used throughout the 
thesis where reference to depressive illness in general, is 
appropriate. The term manic depressive psychosis will be used to refer
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to patients who have been diagnosed as suffering from either recurrent 
depression or mania, alone or in combination and where the depression 
is primary: i.e. it exists independent of any other mental or physical 
illness or overt psychosocial precipitant, such as bereavement (Haylor, 
1987).
Clinical features of depression. The presentation of depression in uni­
polar and bi-polar disorder is indistinguishable, according to Shaw, 
Kellam and Mottram <1982).The patient's mood may range from mild 
sadness to profound melancholy. Mild to severe anxiety and apprehension 
is also a common accompaniement. Loss of appetite, often expressed by a 
loss of taste for food, leads to weight loss, although a small number 
of patients engage in food 'bingeing*. The patient is indifferent to 
usual interests and is often acutely aware of feelings of inertia, lack 
of motivation and physical tiredness. In severe cases, a general 
slowing of speech, thought and movement takes place, whereas in others 
anxiety, with accompanying displays of restlessness and agitation, may 
be seen. In either case, the patient finds it difficult to concentrate 
and even simple tasks involving decision-making and planning may be 
impossible due to the disruption of cognitive processes. Many patients 
also report emotional numbness, including an inability to feel for 
others, a deficit of which they are acutely aware. Variations in mood 
and other features is common, reflecting a disturbance of natural 
rhythmn, especially in the early stages of the illness. The patient may 
feel worst on awakening, gradually improving during the day. Sleep 
disruption is also evident but may be partly a function of dietary 
changes arising from the loss of appetite. Although depth and onset of
10 -
sleep may be affected, early morning wakening is the most prominent 
feature.
Psychological features also range in severity. Exaggerated feelings of 
worthlessness, guilt and hopelessness can extend through to delusions 
of guilt, poverty, punishment catastrophe and nihilism. Paranoid ideas 
and ideas of reference may also be present. Suicidal thoughts stem from 
feelings of hopelessness, with suicidal acts most common on entry to, 
or exit from, a deep depressive phase. [This clinical vignette is drawn 
from Shaw, Kellam and Mottram (1982)]
Clinical features of mania. The main characteristic of mania is an 
experience of euphoria. The patient feels a sense of heightened energy, 
well-being and enthusiasm. Speech is rapid and discursive, the patient 
often flitting from one subject to another in an amusing fashion. 
Pressure of thought and distractability, coupled with exaggerated 
activity, often results in a failure to follow through tasks to their 
completion. In ’hypomania’, the patient may tax greatly those around 
him, by forceful and energetic organisation of the environment. As the 
mania heightens, grandiose schemes may be undertaken, incurring 
financial embarassment or disruption of the patient’s affairs or those 
of his family. Heed for sleep appears to decline, as more time is 
devoted to planning and executing increasingly grandiose schemes. At 
this level, the patient may also be sexually disinhibited and 
promiscuous. Exhaustion is the natural result of overactivity and 
diminishing self-care and can, on rare occasions, be fatal. In some 
patients, the mania alternates rapidly with depressive thought content
11 -
in a so-called ’mixed affective state’. Although the patient appears 
excited and overenthusiastic, questioning easily reveals an underlying 
depressed state, which gives a nightmarish quality to the patient’s 
life. [This clinical vignette is drawn from Shaw, Kellam and Xottram
(1982)]
Prevalence of affective disorder. Although depression has been studied 
closely for centuries and recognised even longer, no satisfactory or 
agreed classification of depressive illnesses is available (Reveley and 
Xurray, 1984). As noted earlier, a number of classification systems 
exist, each defining, and subsequently measuring, slightly different 
phenomena. In their Hew Haven study, Veissman and Myers (1978) found a 
prevalence rate of 3.2 per cent for men and 5.2 per cent for women, 
using the Research Diagnostic Criteria categories of ’minor* and ’major 
depressive disorder’ (SDitzer al.t 1978). The Camberwell study of 
Bebbington et al. (1981) used an arbitrary cut-off for diagnosing 
depression from the Present State Examination (PSE) and identified 
prevalence rates of 4.8 per cent for men and 9.0 per cent for women. An 
Australian study using the PSE reported lower rates for both men and 
women; 2.6 and 6.7 per cent respectively (Henderson et al., 1979). 
Despite these differences, studies consistently show a higher 
prevalence rate for women, of approximately 2:1. Prevalence studies are 
further confused by the indecision which exists concerning the dividing 
line between normal and pathological unhappiness, and the observation 
that papulation studies using questionnaires consistently show a higher 
prevalence of depression than do interview based data (Kendell, 1983b). 
Although the epidemiology of affective disorder is somewhat confused at
12 -
present, researchers are showing an increased use of structured 
interviewing techniques and less ambiguous diagnostic criteria which 
should clarify this situation in the near future. Jablensky (1987) 
notes that the World Health Organisation, which has a mandate for 
establishing international standards for biomedical research, may play 
an important role in removing the obstacles represented by conflicting 
classification systems.
A different appreciation of the scale of affective disorder can be 
gained from hospital admission, and re-admission, rates. In Scotland in 
1984, affective psychosis (sic) accounted for 20.1 per cent of all 
women, and 11.2 per cent of all men, admitted to hospital. First 
admissions represented 12.6 per cent of all female and 7.8 per cent of 
all male patients; re-admission rates were considerably higher, at 24.5 
per cent for women and 12. 4 per cent for men (see Information Services 
Division, 1986). These include the acknowledgement that women are more 
likely to report depressive symptoms than are men (Veissman and Paykel, 
1974) and that psychiatrists are more likely to perceive depression in 
women than in men (Chesler, 1972). These hypotheses will be discussed 
further in a later chapter.
Aetiology of mtnic depressive psychosis. The characteristic mental 
disturbance of manic depressive psychosis is often correlated with a 
disturbance of biochemistry, and is assumed to be a biophysical 
disorder influenced by genetic transmission (Cadoret and Tanna, 1977; 
Mendels, Stern and Frazer, 1976). A wide range of psychological models 
have also been presented in an attempt to explain the genesis of more
-  13 -
severe depression, such as Jacobsen’s (1954) combination of Freud’s 
object relations theory with traditional ego psychology and drive 
theory; Cohen et al.’s (1954) analysis of the interpersonal and family 
context of manic depressive psychosis; Brown and Harris’ (1978) 
interpretation of the social setting of depression; and Beck’s (1970) 
emphasis of the role of ’thought disorder’ in depression. Shaw, Kellam 
and Mottram (1982) emphasise that although affective disorder is likely 
to arise from a biological abnormality, this merely means that the core 
symptoms involve biological/physiological changes in the brain which, 
if reversed, would lead to rapid loss of the symptoms. They acknowledge 
that this in no way negates or devalues the importance of psychological 
factors, especially the role of life events. Such views seem to harken 
back to the ’psychobiological’ model of Meyer (1908) noted earlier. 
Ariskal developed a ’ biobehavioural’ model of depression, which is the 
contemporary equivalent of Meyer's earlier concept. Ariskal (1979) 
suggests that:
...melancholia (sic) is the culmination of various etiologic
factors that conceivably converge in areas of the diencephalon that 
arousal> nood. motivation and psychomotor functions(p.430)
Depression, therefore, is a psychobiologic state that represents the 
final common pathway various processes, involving the interaction of 
physiological stressors, genetic predisposition, psychosocial stressors 
and developmental predisposition. The variation in the clinical 
expression of depression may result, in Ariskal’s view, from the 
interactional patterns of two or more of these processes.
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Medical treatment and nursing care of patient suffering from manic 
depressive psychosis
The treatment of the patient with manic depressive psychosis is, in 
principle, relatively straightforward. Manic attacks are commonly 
treated by drugs, and depression by an alternative range of drugs and 
electroplexy, which may or may not be supported by psychotherapy (see 
Clayton 1978 for review).
The role of nursing staff in caring for this population, at least in 
Great Britain, appears to have two major functions:
i) the expression of medical treatment: such as participation in 
diagnosis, giving medication, preparing patients for electroplexy.
ii) the provision of general support: for example helping the 
patient cope with everyday living during manic or depressed periods; 
providing security and reassurance.
Tteatment outcome. Although attempts to identify the aetiology of manic 
depressive psychosis from a biophysical standpoint have shown 
encouraging results, the treatment of such patients is not entirely 
satisfactory. Although some patients respond well to medical 
intervention (especially to antidepressant therapy and lithium 
prophylaxis), many relapse. Bratfos and Haug (1968) reported that as 
many as 48% of patient studied suffered relapses, with 47% of patients 
following a chronic course. Velner (1977) was more optimistic, 
suggesting that chronicity (typified by presence of symptoms, social 
decline or both) occurred only in approximately one-third of bi-polar 
patients. Recent World Health Organisation data (WHO, 1979) indicated 
that two years after the index episode, 35% of patients recovered
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without further relapse and 21% showed residual symptoms but no 
relapses. 37% of the patients had one or more relapses and 7% continued 
to be severely depressed, without remission from the initial episode.
Towards An Integrated Model Of Manic Depressive Psychosis 
The psychosocial context of manic depressive psychosis. A formal model 
of psychotherapeutic intervention with manic-depressive patients was 
first introduced by Cohen and her colleagues at the Washington School 
of Psychiatry (Cohen et al.t 1954). Their elaboration of the 
interpersonal model of Harry Stack Sullivan challenged many of the 
traditional concepts of depression (e.g.the ‘loss hypothesis’: Freud, 
1917). Instead, they focussed upon the relationship between the patient 
and significant others. More recently, there has been a resurgence of 
interest in psychotherapeutic work with unipolar and bipolar patients, 
in an attempt to improve the outcome of medical intervention. Mayo 
(1979) has suggested that lithium therapy should be combined with 
marital therapy, in view of the incidence of marital problems 
encountered by manic depressive patients, again emphasising the 
importance of interpersonal variables. The integration of these 
different theoretical perspective on the aetiology and treatment of 
manic depressive psychosis is also evident in Ariskal’s (1979)
’biobehavioural’ model, noted earlier.
Patients experiencing depressive or manic attacks have often been 
represented as •interpersonally-isolated’ systems. This reflects the 
view that all significant aetiological factors are ’internal’ or 
endogenous; arising from a biophysical base. This view has been
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challenged by, among others, Ludwig and Abies (1974) who argue that the
patient may be highly susceptible to influence by ’significant others*
such as spouse or nursing staff. They comment that:
...humans interacting with a biologically susceptible individual 
may exert considerable influence on the initiation, alteration and 
perpetuation of excessive affective states <p.419).
They go on to hypothesise that:
...at the level of maximum speculation this may imply mutual, non­
verbal, subconscious ’’biochemical communication” between two 
intimate individuals can occur, not only altering their internal 
biological milieu but subtly altering their behaviour as well 
(Ludwig and Abies, 1974, p.419).
A similar view is expressed by Janowsky et al. (1974) in respect of the 
patient in a manic state. Contradicting an earlier conclusion that 
manic episodes were part of the patient’s pre-morbid personality, 
Janowsky argued that flattery,limit-testing, exploitation of weak 
spots, provocation of anger and division of staff were restricted to 
the manic phase and could be managed by nurses.
The view that the problems of the patient with manic depressive 
psychosis might involve more than a straightforward dispruption of 
biochemistry has also been expressed by Ambelas (1979), who challenged 
the view that mania was never of psychogenic origin. Ambelas suggested 
that manic, as well as depressive, episodes could be precipitated by 
stressful events. Such a view has obvious implication for treatment. 
Vhereas authors like Beck et al. (1980) have shown encouraging results 
with non-psychotic depressive disorder, others (for example Blue, 1978) 
have suggested, through single-case studies, that even manic patients 
may learn how to identify and cope with with ’mania-producing’ 
situations.
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The role of the patient
Although some researchers have acknowledged that manic and/or 
depressive episodes may be ’triggered’ by stressful stimuli, little is 
known of the patient’s view of these events. A number of scales have 
been developed and validated to measure anxiety, (Speilberger et al. 
1970); depression (Beck et al., 1961) and mania_ (Beigel et al., 1971; 
Blackburn et al., 1977). However no standardised format is in use which 
assesses the patient's attitude towards or understanding of ’illness’. 
It has been suggested that psychosocial stressors play a part in the 
genesis of affective psychosis and that patients can be helped to cope 
better with such stressors. Such an approach is, however, dependent 
upon the patient’s appreciation that such external events do exist and 
play a part in the genesis and maintenance of her problems. If the 
patient does not believe that such events are important, or that she 
can influence them, then any offer of psychotherapy is likely to be of 
limited value. In this context, some patients emphasise their need for 
sensitive support as an alternative to medication (Campbell, 1983) or 
more formal psychotherapy (Hutchings, 1987), whereas others emphasise 
approval of medical treatment and a virtual rejection of traditional 
psychotherapy (Gray, 1983).
The Wurse's Primary Psychosocial Sole.
Although nurses fulfill a significant medical-expressive role, their 
dealings with patients are primarily psychosocial in nature. This view 
of psychiatric nursing will be discussed further in subsequent 
chapters. In any nursing situation, the nurse is required to assess the 
patient in both physical and psychological terms. In a number of
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situations it is important to assess the patient's knowledge about her 
condition and beliefs about the cause and current treatment of her 
illness. These views may be crucial to the outcome of treatment, 
especially where the patient is required to collaborate in treatment to 
any degree, or where there is a history of non-compliance (see Barker, 
1986).The significance of the patient's views becomes even greater 
where the nurse is concerned to offer some form of 'self-help' 
programme to the patient: such as identifying exercise or dietary 
needs.
A number of measures are available for the assessment of the patient's 
knowledge about the aetiology, care and treatment of diabetes (Bowen et 
al. t 1961); beliefs and feeling about illness in general (Jenkins,
1964); and the patient's perception of ’powerlessness’ in illness (Roy,
1976). As already noted, it may be of value to be able to assess the 
beliefs which the patient with manic depressive psychosis has about 
herself and her illness. Such attributions may be important to the 
design of a system of nursing care.
Overview of the Study
Manic depressive psychosis is understood generally to involve a 
disruption of biophysical functioning which is most likely transmitted 
genetically. Acknowledgement is, however, given increasingly to the 
possible role of environmental factors in the precipitation of manic or 
depressive episodes. Some authors assert that most psychiatrists work 
from the assumption that environment and constitution combine to 
interact in the aetiology of mood disorders (Shaw, Kellam and Mottram,
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1982). However, little is known of the patient’s understanding of the 
condition and the part played by such understanding care and treatment. 
If psychosocial stressors play even a small part in the genesis of 
affective psychosis, and if patients can learn to cope with such
stressors, this may help reduce the severity of individual attacks and 
possible, relapses.
Vith such considerations in mind, a study was designed which aimed to 
evaluate the effect of specific forms of nursing intervention on 
patients suffering from manic depressive psychosis. The study focussed 
exclusively upon women sufferers, presenting as depressed at the time 
of the study. This decision was influenced in part by the majority 
status of women in the prevalence of affective disorder in general and 
partly by the orientation of the service unit used as the base for the 
study, which catered exclusively for women. In pursuit of the overall 
aim of the study, the following research questions were delineated:
1. Vhat kind of role does the nursing literature describe in relation 
to the nursing care of patients suffering from affective disorder in 
general and manic depressive psychosis in particular?
2. Vhat are the explicit and implicit objectives of the Registered 
Mental Jurse training programme in relation to care of the patient with 
affective disorder and manic depressive psychosis?
3. How do practising nurses perceive their role when caring for the 
patient with affective disorder in general and manic depressive 
psychosis in particular?
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4. How does the patient suffering from manic depressive psychosis 
perceive herself in relation to her condition or illness?
5. What effect do specific forms of nursing intervention have upon the 
manic depressive patient’s perception of herself in relation to her 
condition?
6. What effect do these forms of nursing have upon other measures of 
the manic depressive patient’s pathological state?
7. Do manic depressive patients perceive any differences between the 
different kinds of nursing intervention offered and the roles of the 
nurses involved in the delivery of their care?
Overview of Research Design
An overview of the study is provided in Figure 1.1. The three main 
phases of the study are represented in the three ’parts’ of the thesis.
F ig u r e  1 .1  : O v e r v ie w  o f  R e se a rc h  D e s ig n
Aim Method
Definition of routine 
nursing care: questions 
1 - 3 .
Part One : Chapters 2 - 7  
Literature review
Analysis of training syllabus: sub­
studies 1 and 2.
Descriptive studies of nurses’ perceived 
role : sub-studies 3 and 4.
Development and field Part Two: Chapters 8 - 1 2 .
trial of dependent Descriptive study of ’locus of control'
measure: question 4. construct in ’acute’ and ’recovered*
patients: sub-studies 5,6.
Evaluation of effects Part Three: Chapters 13 - 17.
of specific nursing Experimental study of care of women with
interventions: questions manic depressive psychosis: the main
5,6 and 7. study.
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PART cm
CHAPTER 2
IMTRODUCTIOW AMD OVERVIEW TO PART ORE 
In Part One of the thesis three questions are addressed, each 
representing an attempt to clarify the specific nature and function of 
the nursing care of patients diagnosed as suffering from manic 
depressive psychosis.
1. What kind of role does the nursing literature describe in relation 
to the care of patients suffering from affective disorder in general 
and aanic depressive psychosis in particular ?
Manic depressive psychosis is only one of a number of diagnoses 
embraced by the ’umbrella' title affective disorder (or illness). As 
noted in Chapter 1, the definition and diagnosis of all depressive 
disorders, including manic depressive psychosis, is an inexact science, 
with a number of different diagnostic or nosological classifications 
used worldwide to describe the same phenomena. In consideration of this 
fact, it would be inadvisable to study only the nursing literature 
which made specific reference to manic depressive psychosis. Instead, 
prescriptive and descriptive literature, which addressed the care of 
any form of affective disorder, was reviewed in an effort to describe 
the nurse’s role in caring for depressed people, in general, and people 
suffering from manic depressive psychosis in particular.
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The nursing care of patients suffering from affective disorder 
represents only one, albeit sizeable, area of psychiatric nursing. It 
was assumed that some principles of nursing care, which are relevant to 
patients in general, would apply also to the care of this specific 
psychiatric sub-population. Consequently, it was decided to preface the 
review of this area of nursing care, with an appraisal of more general 
considerations about the nature and function of psychiatric nursing.
In Chapter 3, an overview is provided of the conceptual basis of 
nursing in general and of psychiatric nursing in particular. This is 
followed, in Chapter 4, by a review of the psychiatric nursing 
literature in relation to affective disorder in general and manic 
depressive psychosis in particular.
2. What are the explicit and implicit objectives of the Registered 
Mental Wurse training programme in relation to the care of the patient 
with affective disorder in general and manic depressive psychosis in 
particular?
The General Fursing Council for Scotland (G.F.C. Scotland) was
constituted in 1919 to establish and maintain a register of nurses. In
1978 the G.N.C.Scotland noted that:
...one of the main functions of the Council is to ensure that all 
nurses it registers or enrols have received a training that makes 
them competent to provide safe and skillful care 
(G.I.C.Scotland, 1978,p.l).
The Council acknowledged a duty to prescribe the form that should be 
taken by any scheme of training that leads to registration or
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enrolment, amending these requirments from time to time in the light of 
changing conceptions or circumstances of nursing. In an attempt to 
assess the Council’s values regarding safe and skillful care in 
relation to care of the patient suffering from affective disorder in 
general and manic depressive psychosis in particular, the most recent 
prescribed format for Registered Mental Hurse (RMN) training, from the 
G.N.C. Scotland, was examined (G.M.C. Scotland, 1978). This involved an 
appraisal of those parts of the sample curriculum for RMH training 
which specified the nursing care of patients with any form of affective 
disorder and an appraisal of final examination questions which 
specified the nursing care of patients with manic depressive psychosis 
in particular. The appraisal of the sample curriculum is described as 
Sub-study 1 and the appraisal of the accompanying examination questions 
is described as Sub-study 2. Both sub-studies are presented in Chapter 
5.
3. How do practising nurses perceive tbeir role when caring for the 
patient with affective disorder in general and manic depressive 
psychosis in particular?
It could be hypothesised that nursing practice might differ 
significantly from the prescriptions and descriptions in the nursing 
literature and the role expectations implicit in the nurse training 
programme and examination. In an attempt to describe nurses' view of 
their ’routine’ role, two further sub-studies were undertaken. In the 
first (sub-study 3), the nursing team which was to participate in the
- 24
main study reported in Part Three of the thesis, provided data on their 
perceptions of care of women with manic depressive psychosis. In the 
second sub-study (sub-study 4), a sample of Scottish nurses provided 
descriptions of their role in relation to patients suffering from 
affective disorder in general. These two sub-studies are reported in 
Chapter 6.
The aim of the main study, reported in Part Three, was to evaluate the 
effect of specific nursing interventions in the care of patients with 
manic depressive psychosis. This study compared traditional, or 
'routine nursing care', with two alternative forms of nursing 
intervention. The definition of 'traditional', or 'routine', care was 
based upon data drawn from the review of the psychiatric nursing 
literature and the two nurse sub-studies. These data were amplified by 
more general considerations of the nature and content of ’care’, 
deriving from the historical roots of psychiatric nursing in general.
In view of potential differences between psychiatric nurses trained, 
and/or practising, in Scotland and elsewhere in Great Britain,
'routine nursing care’ was defined primarily by the reported activities 
of Scottish nurses.
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CHAPTER 3
THE COICEPTUAL BASIS OF FUSSIMG
The nightingale Heritage
The concept of nursing care is not easily defined. Typically, it is 
expressed in terms of the practice of nursing. The common thread of 
most definitions embraces the concept of caring for, tending, promoting 
or fostering growth. These stem from the old French ' norice’ and the 
late Latin ' nutrlre’, both meaning * to nourish'. Although an 
association with tending the sick and dying or the rearing of children 
is very strong, the term can also represent 'a tree planted to protect 
another during growth*tforestry], or even the ’action used to keep the 
balls in a good position for cannons’[ billiards]. The definition of 
nursing in a professional sense is not, however, quite so clear. 
Contemporary meanings have been influenced greatly by the concept of 
modern nursing developed by Florence nightingale. Most dictionaries 
refer to ”a person trained to care for the sick or infirm under the 
direction of a doctor" (Watson, 1976: emphasis added). It is accepted 
generally that this role as the ’doctor’s assistant’ derives from 
Nightingale. Austin (1977) and Dingwall (1979) both have suggested that 
the ’style’ of Nightingale nursing developed as a reflection of 
Victorian middle class family life. Doctors symbolised patriarchal 
authority over women and women’s work. Many nurses doubt whether such a 
subordinate role can ever be called professional. Cohen (1981) argues 
that Nightingale’s model has had a profound effect not only upon the 
practice of nursing, but upon how nurses see themselves:
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...if one examines the professional self-concept in the Nightingale 
tradition, the root of the problem is easy to see. Nightingale 
defined the nursing role as handmaiden to the physician, and it has 
remained so. Handmaidens are not professionals (Cohen, 1981, 
p. 140).
Such a critique of the traditional role is hardly new. For more than a 
decade there have been calls for nursing to ’’free itself from the 
tradition of obedience and subservience’* (Group and Roberts, 1974); 
influences which these authors saw as the ’’ghosts of the Crimea” .
The promotion of health.
Nightingale’s concept of ’modern nursing* extended the traditional 
meaning, by the addition of emphasis upon a vocational base. This 
appears to have been a reflection of her own religious conviction. She 
was committed to the service of her fellow man: nursing being a way to 
express such committment. She appears to have had little faith in the 
direct therapeutic potential of nursing care itself. Instead, she saw 
the act of nursing as ”putting the patient in the best condition for 
nature to act upon him” (Nightingale, 1969,p.133) It may be concluded 
that by ’nature* she included the intervention of God. As noted 
already, the term is associated commonly with the care of the sick or 
dying.
Holistic care. Nightingale, however, embraced a much broader philosophy 
which her successors have tried to preserve against erosion by time and 
the popular ’Crimean model*. Henderson and Nite (1978),for example, 
note that Nightingale saw nursing as helping people to live. She saw 
body and soul as lnseperable, and looked upon the patient as a member 
of a family and community. Nursing, therefore, was an expression of
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citizenship and religion. Interest in the patient as a ’whole person',
in this Nightingale sense, has experienced something of a renaissance
recently, even to the extent of a specific focus upon the spiritual
status of the patient (Simsen, 1986). Henderson and Nite (1978)
developed the ’modern’ version of the Nightingale nursing model with a
definition which addresses people, whether ill or not. They suggested
that the unique function of the nurse was:
...to help people, sick or well, in the performance of those 
activities contributing to health or its recovery Cor to a peaceful 
death) that they would perform unaided if they had the necessary 
strength, will or knowledge. It is likewise the function of nurses 
to help people gain independence as rapidly as possible (Henderson 
and Nite, 1978, p.34).
The emphasis upon the development of independence, and the promotion of 
health, however defined, reunites nursing with its root definition, and 
breaks the bond, so to speak, of the the concept of the nurse as a' 
ministering angel' with an interest only in the alleviation of 
sickness. Such a definition is not, however, without its problems. It 
appears to embrace virtually the whole of human experience; all of of 
which, it could be argued, play a part in the promotion or recovery of 
'health*. Such a definition also blurs the borders of the nurse's role 
even further, merging her work with other professions. Apart from 
doctors, clinical psychologists, teachers, social workers, various 
'therapists’, even ministers of religion, might see their vocation 
expressed in similar terms.
A quasi-anthropological perspective
The concept of the vocation of nursing is much older than Nightingale. 
Colliere (1986) reminds us that care serves a basic survival function
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in any community, or indeed within any species. This function is (or 
was) principally a female vocation. This basic caring or mothering- role 
involved the promotion of growth and development both of children and 
the plants which served as an integral part of their diet. Colliere was 
drawing obvious parallels between the ’nourishing' role of mothers and 
gardeners. A similar parallel was made earlier by Barker (1986) where a 
comparison was made between the practices of the nurse and the 
nurseryman. Colliere also noted that women helped the sick and dying, 
though rarely those wounded in combat, who were cared for by men. In 
her view, women also played a primary role in the development of 
pharmacology, through their work with plants, and consequently in the 
development of medicine. With the development of writing and its 
exclusive use by priests:
...men started to confiscate women’s knowledge, transferring what 
they could collect from them, and assimilating it for their own 
understanding (Colliere, 1986, p.98).
Religious roots. Colliere argues further that Christianity served as 
the key influence on modern nursing by the institutionalisation of care 
under nuns. The attitude of the Catholic church towards the sexuality 
of nuns (the "consecrated virgins” ), and their servile status, played a 
major role in generating the ’’invisible role" subsequently adopted by 
nurses of the post-Hightingale period. Colliere's thesis serves as a 
contrast to the views of Dingwall and Austin noted earlier, which 
locate the origins of nurses dependent status firmly within the grip of 
Victorian values. This quasi-anthropological perspective reminds us of 
the Roman Catholic Church’s influence upon our modern concept of 
nursing. Indeed, nurses continue to dress in a thinly disguised version
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of the nun s habit. More importantly, Colliere's thesis serves as a 
reminder of the roots of nursing, in both a cultural and linguistic 
sense. The nurse’s political subservience to doctors is a mirror image 
of the nun-priest relationship. The pervasive philosophy of nursing 
also is influenced strongly by values stemming from a religious base. 
Although Colliers, Henderson and even lightingale assert strongly the 
place of nursing, in the care of both the ’sick’ and the ’well’, the 
concept of ministering unto the sick is the most popular meaning. In 
modern times this has led to questions concerning the ’need* for nurses 
in certain traditional care areas; the most obvious example being the 
debate concerning the ’care’ of people with a mental handicap 
(Department of Health and Social Security, 1979).
The Origins of Psychiatric Wursing
These observations about nursing in general are important also to the 
understanding of psychiatric nursing. People with mental disorder have 
been the recipients of various forms of care down the ages. By virtue 
of their strength, men were more prominent in the care of the mentally 
disordered, who often needed forcible containment. This role paralled 
the ’male nursing’ role which had developed in lazarets, where men 
cared for those with contagious diseases, often at sea; and where they 
dealt with the consequences of battle. Men’s association with 
psychiatric nursing possibly has its roots in the work of Joao Cuidad 
(1495-1550), who set up a shelter for mentally ill people and social 
outcasts in Portugal. Cuidad’s vocation was influenced by his own 
experience of confinement as a lunatic, having had what appeared to be
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a manic episode following his religious conversion. He was later to be 
canonised ’John of God*, becoming the figurehead for the order of the 
same name which continued his vocational work with the poor sick, which 
included the mentally disordered (Cross and Livingstone, 1983). The 
influence of the Roman Catholic Church was also shown through the work 
of St Vincent de Paul (1581-1660) who turned a leper hospital at St 
Lazare in southern France into that country’s first asylum.
Development of the care system
Although various asylums had been present in England since the 12th 
century, their importance grew with the influence of the intellectual 
tradition of the ’enlightenment’ in the late 17th Century (Locke,
1964). Britain led the world in the creation of more humanitarian care 
settings, embraced by the emerging science of medicine. Religious 
views, however, also played a significant role in the development of 
the enlightened view of the British asylum tradition. Villiam Tuke, who 
founded the Retreat at York in 1792, was one of the foremost pioneers 
of the ’moral treatment’ approach which tried to turn asylums into more 
humane 'havens’ for the mentally disordered. It has been suggested, 
however, that the principles of Tuke's approach were:
. . .based not on the scanty medical knowledge of the time, but on
Christianity and common sense (Bockoven, 1963,p.45).
Early training initiatives. The asylum attendants of this period 
represented the first official care agents, and were the predecessors 
of the psychiatric nurse. John Haslam (1764-1844), Apothecary to the 
Bethlem Asylum, was, in 1817, one of the first to propose that these
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attendants should be given some kind of formal training (cited by 
Leigh, 1961). The first recorded staff training exercise was a short 
course of five lectures delivered by William Browne at the Royal 
Montrose Lunatic Asylum in 1834 on ”what asylums were, are and ought to 
be.” When Browne was appointed later to the Crichton Institution in 
Dumfries, he extended this to 30 lectures given to both male and female 
attendants in the period 1854-5. Browne’s contemporary, Sir Alexander 
Morrison, had already begun a formal course of instruction for 
attendants in 1843 at the Surrey Asylum, later to become Springfield 
Hospital (see Walk, 1961). This served as the stimulus for the spread 
of similar courses of instruction which culminated in 1885 in the 
preperation of ’the red handbook*: the Handbook for the Instruction of 
Attendants on the Insane, by the Royal Medico-Psychological Association 
(RMPA). By 1889, one hundred hospitals had participated in training 
programmes based on the handbook and in 1890 the RMPA instituted the 
first register for attendants, who had completed successfully a two- 
year training (Walk, 1961). The formal concept of psychiatric nursing, 
represented by a qualification and register is, therefore, less than 
one hundred years old. The United States of America followed a similar 
path, formalising their training arrangements in 1906 under the aegis 
of the American Medico-Psychological Association.
Psychiatric nursing emerged, therefore, from the patronage of the 
medical profession at a time when philanthropy was much in vogue. It is 
clear that most of the nursing developments of the past century have 
continued to depend upon the benificence of psychiatrists and the 
development of psychiatric medicine. lot until the beginning of the
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second half of the twentieth-entury did psychology and sociology begin 
to make their own important influences on the knowledge base of nursing 
influences which were to prove useful in helping nursing see itself 
in more objective relief (Skevington, 1984). However, despite such 
recent developments, the concept of psychiatric nursing in Britain 
remains an insecure, if not hazy, concept.
Refinement of the concept of psychiatric nursing. Confusion and 
co^^lixt over its conceptual base is evident in nursing in general and 
is not exclusive to psychiatric nursing. In the wake of interest in the 
process of nursing, various conceptual models have been described 
(Kershaw and Savage, 1986; Pearson and Vaughan, 1986; Riehl and Roy, 
1980; Vright, 1986). Although some authors have attempted to relate 
these conceptual models to the practice of psychiatric nursing (Barber, 
1986), their value has not been demonstrated in research terms, and 
some nurses have expressed reservations about the actual contribution 
to care made by nurses’ nuse of such ’generic nursing’ models 
(Drummond, 1985). Confusion also exists over the definition of the 
nurse’s role (Cormack, 1983). The last decade has seen major changes in 
nursing education, with the acceptance of the need for a research basis 
for nursing practice (Department of Health and Social Security, 1972) 
and the generalisation of interest in the ’process of nursing’
(Scottish Fational lursing and Midwifery Consultative Committe, 1976). 
The impact of these changes has been felt most strongly in general 
nursing. Davis's (1986) review of recent research in psychiatric 
nursing illustrates that very little clinical research has been 
generated in the United Kingdom, even in the period 1980-84. His review
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shows that most research deals with the education of the nurse or
general features of the nurse’s role. Also, some commentators consider
the person-centred model of the nursing process to be incompatible with
psychiatric practice, suggesting instead more emphasis upon a systems
approach (Altschul, 1978). Other psychiatric nurses have been more
optimistic about the potential value of the process of nursing, seeing
an opportunity for nurses to make their own statements about care. In
this context Bradshaw has written:
. . . nurses are raising issues about the conceptual framework of 
psychiatry and asking important questions about the behaviour which 
psychiatrists have purported to explain for so long’ (Bradshaw,
1986,p.34).
The Interpersonal Soots of Psychiatric Wursing
For much of nursing’s history, the concept of care has been shrouded in
confusion. The layman might be forgiven for assuming that care is about
looking after and is to be distinguished from treatment, which
signifies a more productive interaction with the patient. Such a
distinction appears to be evident even at the highest level of the
profession. The conflict between those nurses who see themselves as
carers, in a purely supportive sense, and those who attribute a
therapeutic dimension to their work, has been highlighted recently by
Vousden (1986). Connolly (1856) appears to have been one of the first
to recognise the therapeutic, as well as damaging, potential of
attendants in the Victorian asylum, noting that:
...all his (the physician’s) plans, all his care, all his personal 
labour, must be counteracted, if he has attendants who will not 
observe his rules (p. 37).
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Seminal influences
The doctor’s need for adequate and effective support in his absence 
played a significant part in the formalisation of training of 
attendants and subsequently nurses. Viewed from this perspective, the 
clarification of the psychiatric nurse's role appeared to be an 
expedient way of ensuring the quality of medical treatment. Indeed, for 
most of its history, psychiatric nursing has continued to stand in the 
ideological shadow of psychiatric medicine, functioning mainly as a 
medical support system (see Cormack, 1976). However, Connolly’s 
recognition of the importance of nurses as providers of care (and the 
medium of medical treatment), also represents the first formal 
acknowledgement of the interpersonal basis of psychiatric nursing.
Psychosocial models. The medical, or clinical-somatic, model of 
psychiatry has been the governing influence on policies of care of the 
mentally disordered (Ramon, 1985). From the early experiments with 
water-torture and flogging, to today's invasive treatments with drugs 
and ECT, care and treatment has reflected the practice of the 
physician. This orientation has been challenged at various points in 
the history of psychiatric care and treatment. The most outstanding 
alternative came from the psychoanalytic movement which proposed a 
psychological, as opposed to physical, model of mental disorder. This 
development made little impact on nursing practice in Great Britain, 
where this model of treatment was restricted to a very small minority 
of the patient population. The first serious alternative to the medical 
model of psychiatry came in the form of the therapeutic community 
movement of the late 1950’s and early 1960's (Jones, 1968). Many nurses
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became involved in this social model of psychiatry, although their work 
focussed mainly upon the so-called ’neurotic* patient population 
(Barnes, 1968). The next significant alternative came in the form of 
the psychological treatment model which grew out of modern 
behaviourism. Behavioural psychotherapy, described by Marks and his 
colleagues, emphasised the selection of certain ’neurotic’ patients 
considered amenable to this form of therapy (Marks et &l.t 1977). 
Behavioural rehabilitation, which was geared towards the more chronic 
psychiatric patient population, emphasised a different set of 
psychological principles, and a slightly different range of therapeutic 
methods (Butler and Rosenthal, 1978). ’Behaviour therapy nursing’, was 
more eclectic in its attempt to outline a model of nursing appropriate 
to almost all patient populations and problems (Barker, 1982; Barker 
and Fraser, 1985; Barker and Wilson, 1985).
The experience of the nurse in the U.S.A. Soon after the end of the 
Second World War, some nurses in the United States of America, who had 
trained within the psychodynamic movement, began to develop a 
psychotherapeutic model of psychiatric nursing (Mereness and Taylor, 
1978; Peplau, 1952). Although some of these nurses stayed within the 
dominant culture of psychoanalytic thought, others, such as Peplau 
(1952), transferred their allegiance to the interpersonal school, 
influenced by the work of Harry Stack Sullivan. Psychiatry, in 
Sullivan’s view, was not restricted to the study of mentally ill 
people, or even of processes, successful and unsuccessful, which may be 
observed in groups. Instead Sullivan saw psychiatry as:
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rrf* d7 vf Processes that involve or go on between people. The 
field of psychiatry Is the field of interpersonal relations under 
any and all circumstances In which these relations exist a 
personality can never be isolated from the complex of interpersonal 
1947?p°4) h th® person lives an<i Has his being (Sullivan.
This alternative conceptualisation of psychodynamic thought won favour 
with many nurses who saw within this model a theoretical perspective 
which could be related directly to the interpersonal world of nurse and 
patient. The move away from traditional psychotherapy was reinforced 
further by the influence of the humanistic psychology movement (Rogers, 
1951) which also eschewed emphasis of intrapsychic explanations. 
Although contemporary psychiatric medicine in the United States of
America is influenced strongly by a biophysical model, psychiatric 
nursing appears to have moved further and further away from such an
orientation in favour of an extension of the interpersonal model 
<Peplau, 1986).
Contemporary ambitions. lursing developments within the United Kingdom 
over the past two decades, combined with vicarious experience of 
psychiatric nursing culture in the U.S.A., have lent support to an 
interpersonal model of British psychiatric nursing. Although close 
observeration suggests that custodial or medical-expressive roles 
continue to dominate psychiatric nursing (Armitage, 1986;Cormack, 1976; 
Towel1, 1975) it has become common practice to assert the interpersonal 
basis of psychiatric nursing. In anticipation of major reform of all 
forms of nurse training (United Kingdom Central Council for lursing and 
Midwifery, 1987), the Joint Committee of Mental Health lursing 
Organisations stated that psychiatric nursing operates within ”a
- 3 7 -
conceptual framework of social psychiatry” and that the nurse’s role is 
characterised by:
...a synthesis of knowledge built up from medicine, social and 
behavioural sciences, physiological sciences and skills training 
(JCMHBO, 1986,p.3).
That group saw the client (sic) population (the mentally disordered) as 
"outside the parameters of general medicine” and believed that 
nursing’s "ideological framework (existed) within social rather than 
medical models of psychiatry" (JCMHflO, 1986,p.4).
The Psychiatric Nurses Association-Scotland (1986) articulated a 
similar set of views:
...mental (sic) nursing is clearly based on the social model of 
psychiatry within which interpersonal skills, used within 
systematic strategies, are central to their role’ (PNAS, 1986,p.3).
This group suggest that the role of the mental nurse:
...operates on a social model in which the emphasis is on 
patient/client self help. .. regardless of whether nurses work under 
a traditional medical model or social model they constitute the 
most important influence in the patient's social environment’ (PIAS, 
1986,p.34).
It is not clear, however, whether the use of terms such as 
'interpersonal* and 'social', as used by both these groups, reflect the 
same meanings originally articulated by Sullivan or later field 
theorists such as Lewin (1951).
Murse-patient relationships. Interest in the interpersonal basis of 
psychiatric nursing in Britain can be traced back to the series of 
searching questions asked by Altschul as a result of her enquiry into 
nurse-patient interaction (Altschul, 1972). She was interested in 
defining the theoretical basis of sound nursing practice and wanted to
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know what kind of training nurses received to help them form 
relationships with patients. More than a decade later she was still 
uncertain of the answers to these questions (Altschul, 1984).
One of the key studies of psychiatric nursing undertaken in Britain 
(Towell, 1975) concluded that the term ’psychiatric nurse' encompassed 
a cluster of roles, which varied according to the setting. Contrary to 
the ’interpersonal view’ expressed above, Towell, a sociologist, noted 
that the formation of personal relationships which is emphasised in the 
literature, was a limited feature of the nurse's role.
The view from the nursing literature
Cormack (1983) observed that the nurse’s role can be defined in terms 
of suggestions as to what nurses should do (the prescriptive 
literature) and observations of what nurses do in practice (the 
descriptive literature). A number of roles within Cormack’s 
prescriptive category are paraphrased below.
The supportive role. The nurse’s traditional role as a support to 
medical staff stems from the work of asylum attendants noted above. 
Belknap (1956) suggested that nurses mediate between doctors and 
patients, preventing the doctor from being overwhelmed by the demands 
of the patient group. A similar view was expressed more recently by the 
nurse/sociologist Colledge (1973). The 'expressive' role described by 
Johnson and Martin (1958) is perhaps the most significant description 
of the subordinate position of nursing. They saw medical staff as 
’instrumental’ in the sense that they "moved the care system towards
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its goal” whereas nurses expressed the work of doctors by ’’maintaining 
the motivational equilibrium within the individual” (Johnson & Martin, 
1958,p373). This led to the popularisation of the term ’medical- 
expressive role’ as a description of those nursing activities which 
expedited medical treatment, such as giving injections or dispensing 
medication.
The social role. Various groups and individuals have suggested that, 
since nurses exercise a range of specific technical, interpersonal and 
social skills, their role is multidimensional in character (see World 
Health Organisation, 1957). More recently, James (1972) noted the 
demanding nature of the range of tasks evident in many traditional 
institutional settings: clinician, educator, adminstrator, social
worker, innovator, clerk and domestic help. The development of the 
therapeutic community movement of the late 1940’s brought the nurse’s 
role as a sociotherapeutic agent into sharper focus (Jones, 1968). 
Altschul suggested that:
...the special role of the nurse is to create a wholesome ward 
atmosphere and to influence routine and surroundings in the 
patient’s interest (Altschul, 1963,p.123).
That approach required nurses to relinquish their traditional
supportive, mothering, role for a partnership role which involved
patient, doctor, nurse, and family if not the whole hospital community
(Barnes, 1968). Blements of that role remain, but formal interest in
the therapeutic community ethos has waned since the early 1970’s
(Morton and Tibits, 1970). In part, this may have been due to lack of
formal training opportunities for that kind of work (Campbell, 1979)
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but may also be a reflection of the gradual demise of the large 
institution.
The psychotherapeutic role. British psychiatry has been characterised 
by a broad eclectic base, where medical, psychological and social forms 
of treatment co-exist. Various schools of psychological treatment have 
prospered in Britain but have never commanded the kind of following 
which traditional psychotherapy gained in the United States. Although 
care in the State hospitals in the U.S.A. remained largely custodial in 
nature, many American nurses developed a formal psychotherapeutic role 
following training with various psychoanalytic foundations. As noted 
earlier, neo-Freudian psychodynamic psychotherapy (Brown & Fowler,
1971) was largely replaced by a broader psychotherapeutic model which 
emphasised interpersonal factors. Peplau (1952) was among the first to 
describe a psychotherapeutic role for nurses, an idea which was soon 
taken up by others (Kalkmann, 1958). Later, Peplau was to emphasise a 
’•counselling or psychotherapeutic sub-role” as distinct from a formal 
’’deep psychotherapy” intervention (Peplau ,1962), a concept which has 
gained considerable international support.
A ’psychotherapeutic role’ is conceptualised here as one involving 
specific, individual, nurse-patient interactions, within a clear 
theoretical model. The psychotherapeutic potential of nurses has been 
proposed for at least the last twenty-five years (General lursing 
Council for Scotland, 1962). However, if published reports are used as 
a measure of the realisation of such potential, the demonstration of a 
psychotherapeutic nursing role is a fairly recent innovation. In the
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early 1970’s, the behavioural psychotherapy movement projected a formal 
therapeutic role for nurses through specific training programmes (Marks 
et al.y 1978; McPherson et ai., 1978) involving the treatment of 
neurotic patients (Marks et al., 1978); and the rehabilitation of long- 
stay patients (Fraser et al., 1976). Others have emphasised the value 
of alternative psychotherapeutic models. Faugier (1985; Faugier and 
Reilly, 1986) described a psychodynamic model which was not 
’traditional’ in the analytic sense, whereas the supporters of gestalt 
counselling recognise the ’alternative therapy’ status of their
approach, and the limitations subsequently imposed upon practitioners 
(Kenny, 1986).
Although many writers have emphasised the ’therapeutic’ potential of
nurses, or have described aspects of the nurse’s role as
psychotherapeutic, the meaning of such terms can be questioned. Indeed,
almost any interaction between two or more people might be described as
psychotherapy. At present, no commonly accepted definition of the terms
’therapeutic’ or ’psychotherapeutic’, appears to exist within
psychiatric nursing. Strupp’s definition of psychotherapy as:
...the systematic use of a human relationship to effect enduring 
changes in a person’s cognition, feelings and behaviour (Strupp? 
1986)
might prove helpful to psychiatric nurses wishing to distinguish
between helping, yet casual, interactions and those meetings with the
patient which might, properly, be described as psychotherapeutic.
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CHAPTER 4
WURS1HG CARE OF THE PATIEST WITH AFFECTIVE DISORDER :
A REVIEW OF THE LITERATURE
As described in the previous chapter, the role of nurses can be defined 
from an analysis of their prescribed role and their actual practice 
(Cormack, 1983). The consideration of the nursing literature on care of 
patients with affective disorder which follows distinguishes between 
these two classes of role definition.
The Prescriptive Literature
No single text book of psychiatric nursing is recommended reading for 
all psychiatric nurses in training in Scotland (Drummond, 1985b). A 
number of texts have, however, been used as * suggested readings over 
the past two decades. This section reviews these texts in an effort to 
outline the background literature to Registered Mental Nurse training 
programmes in Scottish Colleges of Nursing in recent years (Barker, 
1986).
The traditional viewpoint
The influence of traditional psychodynamic theory can be found in some 
early textbooks. Beccle (1962), for instance,suggested that the cause 
of chronic depression was:
...to be found in the excessive force exerted by the 
conscience...the self thus belittled is made to feel guilty and 
remorseful. To explain these feelings the patient rationalises them 
into delusions of unworthiness (Beccle, 1962,p.171).
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In Beccle’s view, nursing care of such a patient involved close
supervision tantamount to "policing** (p. 172). As soon as the patient *s
mental condition permitted, the nurse was advised that:
...endeavours should be made to arouse interest in the surroundings 
by means of games and work of a simple character (p.173),
Bray and Bird (1964) suggested that the nurse should be ready to listen
and give reassurance: "the patient’s distress requires a quiet,
positive, sympathetic attitude"(p.187). Beyond this generalised
supportive role, the nurse was advised to provide occupational therapy
and recreation and to attend to the patient’s physical care,
nutritional and sleep problems. When the patient was identified as
being in ’rehabilitation’, it was suggested that he "should be
encouraged to discuss his difficulties with the Psychiatric Social
Worker Csic]"(Bray & Bird, 1964,p.190).
The medical-expressive role. A similar ’protective and reassuring* role 
was advocated by Fowlie and Stokes (1972) against a background of 
overtly medical treatment, comprising drug therapy and physical
methods. Emphasising the implicit interpersonal nature of care the 
nurse was advised:
...if possible [to] divert the patient’s recall and ruminations 
from the morbidly unhappy themes associated with the illness, on to 
the successes of the patient’s life (Fowlie & Stokes, 1972,p.184).
In a similar vein, Sheehan (1973) noted that routine interactions, such
as washing or feeding, can be used to facilitate rapport building:
To make contact is perhaps the most difficult part of the task, but 
once this is done progress is often steady (p.266).
- 44 -
These quotes illustrate the clinical-somatic or medical model of 
affective disorder, which pervaded the prescriptive literature of the 
1960’s and early 1970’s. This influence is reflected still in many 
nursing text books. When doctors ’prescribe* nursing care when writing 
for nursing journals, they describe the syndromes of depression and 
associated treatments (Watts, 1978: a,b & c) or provide anecdotal 
accounts of the treatment of individual cases (Martin, 1976 & 1980).
The concept of treatment in these reports is restricted to an emphasis 
of drugs, ECT and other forms of physical treatment, even when reported 
by nurses (Bhanjii, 1977). The description of formal psychological 
therapies by doctors in the nursing literature is rare (Pullen, 1979).
A recent discussion of depression in women from a psychosocial 
perspective, by medical students, represents an unusual departure for 
medical articles in the nursing journals (Hopkins and Kumar, 1985). The 
latter authors apart, medical writers in nursing journals tend to 
eschew any theoretical rationale in support of their orientation to 
care and treatment.
The Caring Rationale. Aside from descriptions of basic care the nursing
literature reflects specific ideologies of mental disorder. For
instance, Burr and Andrews (1981) suggest that:
Depression sometimes overtakes a person for no obvious reason at 
all. If this kind of depression develops into a mental illness 
l sic] it is called an endogenous depression, meaning one which 
comes from within the person himself, not from outside* (Burr & 
Andrews, 1981,p.150: italics added).
The recommended nursing intervention which derives from this viewpoint
is basic care and support:
Try not to let the depressed patient lie on his bed all day, keep 
him up and dressed and if possible get him out of doors for a walk.
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Exercise will help him, but he will feel the cold, so see that he 
has something warm to put on in bad weather (Burr and Andrews,
1981,p.151).
The likelihood that the patient may not respond to the nurse’s attempts
at interaction is, however, noted:
Sit beside him when you can. Putting your hand over his or drawing 
his arm through yours as you sit or walk tells him of your concern. 
Use your eyes, your hands and your smile to show your sympathy 
[sic] (Burr and Andrews, 1981, p. 151)
The emphasis upon emotional support is reinforced by Darcy (1984) who
suggests that the act of:
...remaining with the patient gives him emotional support though 
outwardly he may not show this by his lack of interest and 
uncommunicativeness (Darcy, 1984, pl26).
A simplified theoretical rationale for this kind of nurse-patient
relationship is also provided in the recommendation that the nurse give
of her:
...time, attention and sympathy l sic] as it reassures him in his 
basic need for acceptance and approval* (Darcy, 1984,p.126).
The nurse’s use of self is strongly recommended, taking time just to
sit with the patient. In Darcy's view, merely listening to the patient
as he talks about the hopelessness and despair he experiences as he
contemplates each new day ’’can be therapeutic"(Darcy, 1984,p.126). In a
later description of a care plan for a depressed patient, the same
author adopts the analogue of a medical prescription by suggesting that
the nurse should ’reassure as required' (Darcy, 1985,p.29 : emphasis
added). Another rationale for the use of reassurance is provided by
Trick and Obcarskas who noted that:
...reassurance should be given, however often it is sought 
for....for refusal or rejection will confirm the patient's worst 
fears ’ (Trick and Obcarskas, 1982,p.58).
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Implicit Support. Other writers have reinforced the conviction that
non-verbal communication of a caring attitude is a critical therapeutic
factor. Mitchell (1986) is a strong advocate of this idea:
Often it is the nurse's ability merely to convey to the patient 
that he is valued and that his recovery is important to her, will 
make the greatest impression (Mitchell,1986,p. 197).
Altschul’s basic primer of psychiatric nursing has been a popular text
in Britain for many years. In the most recent edition, the value of the
nurse patient relationship is emphasised by the acknowledgement that:
The only comfort that can be given to the patient is empathy, 
interest and the appreciation of his mood'(Altschul and McGovern 
1985,p.159).
Advice as to what the nurse might actually do in her interaction with 
the patient has been stated more sparingly by some authors. Priest and 
Voolfson (1980), for instance, point out the usefulness of 'just being 
there' (Priest and Voolfson, 1980, p.177). lone of the authors noted 
above make specific reference to published research, nursing or 
otherwise, in support their recommended interventions. Mo clear 
acknowledgement of the influence of any figure, movement or ideology, 
in the development of their care prescriptions is evident, although the 
existence of such influences is assumed. For instance, Altschul and 
McGovern state that:
the physical presence of the nurse may be sufficient by itself 
during the acute phase (Altschul and McGovern, 1985: emphasis 
added).
Although Altschul and McGovern do not offer further clarification of 
the manner in which the nurse’s presence will be 'sufficient', other 
writers have encouraged the the expression of a general, supportive 
role. Rowe (1983). a psychologist and psychotherapist, suggested that
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to help a depressed person the nurse must have "a sense of humour to
keep things in perspective” (p.63) believing also that:
...just being there is tremendously important, to show that you 
really do care and value the person... just 'being there' might 
simply mean sitting silently if he is too despairing to speak 
(Rowe, 1985, p.63).
Medical Concerns. Aside from this interest in the nurse's interaction 
with the patient, emphasis is given generally to physical care: 
monitoring weight, fluid intake and bowel action and offering small 
meals to the anorectic patient. The role prescribed by Longhorn (1984) 
is supportive in a very general sense. The nurse is advised to: observe 
the patient closely, especially where suicide is likely; be alert to 
changes in behaviour; express care and understanding; introduce the 
patient to ward activities; give a great deal of encouragement in 
relation to diet and personal hygeine; and be aware of the side-effects 
of drugs. All the texts cited so far emphasise the broad-spectrum of 
care, with some authors paying more attention than others to the 
details and importance of nurse-patient interaction.
Descriptions of the 'condition' of severe depression are commonly found 
in the literature, again emphasising the view of the patient from a 
clinical-somatic perspective. Descriptions of depressive types tend to 
favour the distinction between 'endogenous' and 'reactive' forms, or 
discussion of 'neurotic' versus 'psychotic' depression. Some authors 
project a positive attitude towards the physical (medical) treatment of 
severe depression which might be overly optimistic. For instance, Snell
(1977) states that "with modern treatment endogenous depression can be
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relieved in a few weeks” . Only one of the authors already cited 
acknowledges the problems associated with such traditional diagnoses. 
Priest and Voolfson <1980) note that, despite the implication that 
endogenous depression has no obvious precipitating cause, "clinically 
this is rarely the case” . They go on to suggest that precipitating 
causes may be present in psychotic depression and "there may be a 
significant overlay of neurotic symptoms” (Priest and Voolfson,
1980,p.31 : emphasis added). Ho specific advice, however, is offered as 
to the management of such symptoms or precipitating factors. Where the 
care and treatment of ’manic depressive psychosis’, or more severe 
forms of depression, are discussed this is restricted in general to 
physical methods of treatment, especially drugs and ECT.
The Descriptive Literature
Nursing literature which describes the care of severely depressed 
patients in Britain appears neglibile, given the scale of the 
population embraced by the term. A selective review of papers published 
in nursing journals in Great Britain between 1976-85 is presented 
here. The outstanding features of this literature are: the strong 
representation of student authors and the absence of any research study 
of this population, or of any analysis of the medical/psychological 
literature. The number of articles published also appears to be small 
given the size of the ’depressive’ sub-population within psychiatry.
The nurse learner’s viewpoint. The majority of the student case studies 
describe the clinical features of the disorder from a medical 
perspective, reporting the conditions of drug therapy or in some cases
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ECT or other physical methods (Round, 1982). Reference is made in these 
reports to socialisation, support and nurse-patient relationships, but 
little detail is offerred by way of illustration and no theoretical 
rationale. In a few of the student studies, 'psychosocial' approaches 
are mentioned: the use of an individualised token economy programme 
(Gough, 1981); or positive re-inf or cement and social skills training 
(Villey, 1984). These reports provide limited information and no formal 
rationale. In one study (Macdonald, 1982) counselling was cited as the 
key nursing intervention, but was supported by description of the role 
of drugs and a general ’resocialisation' programme.
Reports by Trained Wurses, A similar picture is reflected in the 
published reports by trained nurses. Most describe case-studies 
reflecting a medical model of care and treatment. The clinical features 
of the disorder are discussed, accompanied by descriptions of drug 
therapy (Gartside, 1980), side-effects of drugs and required blood 
analysis (Hussey, 1979), aspects of diet, physical state, preperation 
and management during ECT (Lindsay, 1983). With one exception (Fowler, 
1981), all described routine hospital care, emphasising basic support 
or ' holding strategies’: that is, methods of preventing problems 
escalating. In this context, Frost (1976) described how nurses 
developed a 'dressing up game’ to prevent a hypomanic patient running 
around the ward naked. Description of psychological or psychosocial 
models of care are limited. Fowler (1981) used social reinforcement to 
reduce the dependency of a patient upon visits by a community 
psychiatric nurse. Dunn and Rosen (1982) described the use of a family 
therapy and problem solving approach and Dudley and Stewardson (1984)
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described the use of positive and negative reinforcement in the care of 
a severely depressed patient. Bryant (1983) discussed the role of 
counselling, but emphasised its use in* reactive’ depression only. The 
influence of cognitive therapy has been discussed (Barker et al., 1985; 
Biley, 1985), but without any detail of the evaluation of its efficacy 
in nursing settings. Only one of the reports reviewed made special 
mention of the evaluation of the patient’s progress, where a rating of 
manic and depressed behaviour across time is described (Fowler, 1981). 
Only one report described a formal format for the assessment and 
planning of overall care for the depressed patient (Hume et al., 1984).
The influence of the interpersonal school of psychotherapy was evident 
also in some of these reports. Hussey (1979) suggested that:
...because of her basic personality, it is extremely difficult to 
get her [the patient] to express hostile feelings...during these 
times the nurses try to convey to her that they are genuinely 
interested in her feeling well again and that she is a worthwhile 
person and that they honestly like her and do not look upon her as 
a nuisance or outcast (Hussey, 1979, p.195),
It may be fitting to conclude this review of the descriptive literature 
by noting briefly Gordon's (1986) study conducted in 1983. This 
appears to be the only published report of a nursing research study 
involving depressed people. This study showed that depressed women, who 
attended group therapy sessions under the leadership of a nurse, showed 
a significant decrease in depression and a significant increase in
self-esteem compared with controls who received no intervention. It 
should be noted, however, that the subjects' scores on the Beck 
Depression Inventory were between 14-22 (borderline to the lower end of 
the moderate range of depression). This led Altschul to comment that
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although the study was an example of "a well controlled study of 
nursing effectiveness” the subjects were "not-yet patients” (Altschul, 
1986,p.xi).
The insider's viewpoint. A few descriptions of nursing care by
patients have also appeared over the past decade in nursing Journals.
Morris (1979), a midwife who made a number of suicide attempts and was
treated with ECT, described her fear of psychiatric treatment, whilst
Thompson (1980) argued strongly against the use of confrontational
group psychotherapy, and the abuse of power expressed by inexperienced
group leaders. The other reports either emphasised the importance of
self-help, and friends in the recovery process (Burns, 1978) or
suggested that the treatment process, and many nurses themselves, can
be heartless (Anon.,1981). One writer appealed on behalf of a patient’s
pressure group for a less restrictive view of treatment (Cooper, 1978).
Although hardly a cohesive viewpoint, these few reports highlight some
of the reservations which patients express on recovery from depressive
disorder. In fairness it should be noted that other sufferers have
expressed a more positive view of the contribution of nurses:
In spite of my general lack of interest or responsiveness at the 
time, I could not help admiring the way in which the nurses 
succeeded in getting me to sit in the garden, to go out on 
accompanied walks, to play an occasional game of Scrabble, even to 
help one or two of the other patients (Altschul, 1985; ppl69-70)
Altschul’s observations of her ’carers' emphasised the value of some
of the non-verbal supportive strategies recommended by authors cited
above:
I felt safe in a place where the nurses knew what I was doing, 
where people seemed to care about my safety, and where someone 
could always be found for a quiet chat or just sitting beside 
(Altschul, 1985, pl70).
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Influential Worth American Literature
This brief review of the nursing literature suggests that many British
nurses continue to support a broadly biophysical model of severe
affective disorder, where medical treatment is seen as of primary
importance, and psychosocial intervention is supportive rather than of
direct therapeutic significance (cf. Sugden et al., 1986). There has
been general acceptance that the forth American psychiatric nursing
literature reflects care practices which differ considerably from the
British experience (Sugden, 1985). This extends to the actual
professional definition of the nurse. For instance, the forth American
psychiatric nurse has been defined as:
...a professional whose initial educational background is through 
an associate degree, baccalureate degree or diploma program 
(Taylor, 1986: emphasis added).
By contrast, only a small proportion of British nurses have, as yet, 
achieved degree status. In view of such a fundamental contrast, the 
forth American literature will not be reviewed here in any depth. 
Instead, the ideas of certain forth American writers which have found 
favour with some British nurses, will be discussed briefly.
Conceptual models
forth American nursing has been concerned increasingly with the 
development of specific models of nursing care. These tend to emphasise 
the presentation of the patient, rather than any hypothetical disease 
or illness process. Topalis and Aguilera (1978) reflect this trend by 
suggesting that nursing interventions "should be based upon evident 
problems and the assets of the patient"(emphasis added). This quasi­
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holistic orientation contrasts sharply with the •problem-oriented’ 
model common in the United Kingdom, which concentrates upon 
amelioration of the patient’s deficits, typical of the medical model. 
Much of the Forth American literature is also concerned with defining 
the characteristics of the relationship with the patient. Payne and 
Clunn (1977) emphasised the expression of certain ’therapeutic 
attitudes’: the expression of honesty, interest, support, non- 
rejection, empathy and acceptance. Emphasis of this sort, upon formal 
strategies of ’relationship-building’, is a fairly recent phenomenon! in 
psychiatric nursing in the United Kingdom (Reynolds, 1985).
The psychotherapeutic tradition. Forth American psychiatry embraced the 
psychonalytic movement more readily than did its British counterpart.
It is not surprising, therefore, that the influence of the analytic 
(and post-analytic) tradition is evident in much of the Forth American 
nursing literature. Although some nurses, such as Peplau (1952), have 
supported the interpersonal school for decades, this influence has been 
most evident within the past decade. As noted already, Peplau 
attributes much importance to Sullivan’s contribution to psychiatric 
practice. In a more general sense, the influence of the ’culturalist* 
model, which developed Sullivan's concepts (Bonime, 1960), and 
described depression as a practice rather than a periodic illness, 
appears to be influential in the writings of other nurses such as 
Topalis and Aguilera (1978). Those authors suggest that the goal of 
interpersonal relationships with severely depressed patients is:
... to reassure the patient as to his worth as a person by making
the acceptance of hostility easier for him(p.184).
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In an even more general sense Stuart and Sundeen (1979) emphasised the 
need for a positive relationship between nurse and depressed patient: 
depressed patients have a genuine need for repeated reassurance" 
(p.207: emphasis added).
This psychotherapeutic orientation is illustrated more specifically, 
and in relation to affective psychosis, by Irving (1983) who asserted 
that:
. ..the person who develops bi-polar disorder experiences early in 
life repeated failure to measure up to the expectations, first that 
his parents have of him and then that he has of himself. As a 
result he experiences hostility and aggressive feelings which he 
turns inwards and punishes himself for feeling as he does...and 
punishes as well the incorporated world and the people in it 
(Irving, 1983,p.203).
The patient’s handling of hostility which results from his insecurity 
is, in Irving's view, the core problem in bi-polar disorder. The 
patient’s method of dealing with hostility is self-punishment, in the 
form of feelings of despair, unworthiness, guilt and sinfulness. Irving 
suggests that nursing intervention should involve helping the patient 
channel hostility outwards: "provoking the patient’s anger towards her 
(the nurse) or drawing his fire so to speak” (p. 219). Irving notes that 
the patient may request some kind of work, rather than recreation, 
because of his "need to atone for his sins, pay for his misdeeds, earn 
his way"(p.220).
Although it might be incorrect to say that the orientation of the 
culturalist/interpersonal school is under-represented in British 
psychiatric nursing, it is clear from the preceding review that its 
influence has, at least in the nursing literature, been minimal to
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date. In terms of the practice of psychotherapy,British psychiatry, and
as a result British nursing, has had a stronger association with the
dynamic tradition of the neo-Freudian movement. Such traditional
’psychoanalytic1 interpretation of major depression also is represented
in the lorth American literature. Brown and Fowler (1971) viewed the
depressed person as an ambivalent individual. This ambivalence was
’’founded upon frustrating basic nursing experiences in early
infancy” (p218). They saw the patient’s feelings of worthlessness as a
function of loss of a love object, real or imaginary, which once
incorporated leads to feelings of guilt. Finally the patient’s
hostility, which stems from this loss, ” is directed inwards, and he
begins to hate himself” (p.218). This view derives from Freud’s short
essay Mourning and Melancholia, published in 1917 (Freud, 1957), in
which he introduced the concept of ’object relations’ and popularised
the interpretation of depression as a function of loss and internalised
anger. Taylor (1986) provides more recent support for this model of
depressive disorder, arguing that:
...mood disturbances have their origins in the frustrations that 
occur in the late oral phase of personality development (p.327).
In her view, the nurse should provide tasks which relieve feelings of 
guilt:
...menial tasks, scrubbing floors, scouring toilets, washing dirty 
socks etc (which may provide) release from guilt and a means of 
atonement for real or imaginary sins.
She notes that this approach " has proven to be of great value to
selected individuals” (p.303). Support for these guilt-atonement tactics
is found also in Saxton and Haring (1979) who recommend such menial
tasks. Taylor’s assertion regarding the psychological development of
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bipolar disorder is tempered, however, by her earlier acknowledgement 
that:
...alterations in a person’s neurochemistry (the catecholamine 
hypothesis) may be a contributing feature in the development of 
manic depressive psychosis (Taylor, 1986, p.325).
Problems of living
A trend is emerging in the forth American literature for more detailed 
descriptions of nurse-patient interactions, and an emphasis upon a 
’problems of living’ approach to psychiatric disorder. Travelbee’s work 
heralded the beginnings of ’nursing diagnosis’, where problems of 
living, rather than ’psychiatric disorder’, became the subject of the 
nurse’s assessment:
The individual whose habitual behavioural response is dejection is 
usually diagnosed as having a depressive reaction. Again, the label 
is not important in terms of nursing intervention. It is important 
that the nurse assess the individual’s ability to relate with 
others and then design and test approaches to assist him to break 
the bond of dejection (Travelbee, 1971,p.189).
Travelbee also serves as a fine example of a writer who emphasises the
complexity of interpersonal relationships: they are not common sense.
It is suggested that, when a depressed person begins to show signs 
of improvement the nurse not comment on the apparent improvement. 
Such comments may have a paradoxical effect; i.e. they may cause 
some ill persons to revert to their previous level of despondency 
(p.192).
Whereas British nurses are beginning to grapple now with conceptual 
problems of psychiatric nursing, especially those involving the 
potential conflict between ’medical’ and ’psychosocial' models of care, 
forth American nurses have a much longer history in this respect. The
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interpersonal model of nursing the depressed patient has a long 
pedigree in the United States, represented in part by the writings of 
Peplau (1952) and also Schartz and Shockley who presented a vigorous 
rejection of the medical model of manic depressive disorder more than 
thirty years ago:
There is an idea among somB nursing personnel that certain patients 
go through cyclical periods and that each phase of the cycle has to 
run its course before the patient will change his behaviour. This 
conception might be held about a withdrawn patient who has been 
diagnosed manic depressive, depressed; ...with such a conception 
the nurse contributes to the continuation of the patient’s 
withdrawal... Our view is that even if there is such a cyclical 
phase in the patient’s illness the nurse can influence it in 
important ways by what she does with the patient (Schwartz & 
Shockley, 1956,pp 98-99).
Eclectic processes. Such interest in the nurse’s i n t e r a c t i o n  with the 
patient stems from the interpersonal model of psychotherapy, where the 
behaviour of the patient is seen as a function, at least in part, of 
his relationship with others in his environment. Nurses’ interest in 
clarifying the details of their interaction with patients is also 
influenced by their interest in articulating a ’process of nursing’, 
where the rationale for specific interactions and their eventual 
outcome are clarified. Although ’behaviour therapy nursing’ has not 
been represented in the North American literature in the same way as it 
has in Britain, psychiatric nurses have been influenced by behavioural 
principles and techniques, some of which are inherent in the rational, 
objective structure of the nursing process. It is apparent also that 
some similarities exist between the 'interpersonal’ model of depression 
and a ’behavioural’ formulation of the disorder. Both acknowledge the 
role of learning in the development of present-day strategies for
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dealing with problems of living, which are seen as being maintained by 
interactions with significant others in the patient's environment. Some 
nurses have begun to combine behavioural and interpersonal models of 
care. For instance, Knowles acknowledged the importance of the 
interpersonal model of depression, but described approaches to its 
amelioration which are primarily behavioural or cognitive-behavioural 
in orientation, emphasising activity scheduling (Knowles, 1981 a), 
graded task assignments (Knowles, 1981b), self-reinforcement (Knowles, 
1981 c), and challenging negative thoughts (Knowles, 1981 d ) . Within 
the past decade, most Forth American nursing interest in 
psychotherapeutic treatment of depressed patients has focussed upon the 
use of either group therapy and cognitive-therapy. Van Servellen and 
Dull (1981) described the function of a group therapy model which 
specifically focussed upon the experience of women, whilst Helm (1984) 
and Manderino & Bzdek (1986) have indicated the potential of cognitive 
approaches. The Forth American literature, however, has paid little 
attention to the phenomenon! of 'depression* per se. From Peplau’s 
viewpoint this is because nurses are more concerned with presenting 
problems, such as hopelessness, self-control and anxiety, which cut 
accross various diagnostic categories, rather than with diagnostic 
'entities' such as depressive disorder (Peplau, 1985). This view is 
shared also by the American Furses Association which stated that:
...nursing is the diagnosis and treatment of human responses to
actual or potential health problems (AFA, 1980 : emphasis added).
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Evaluation of the psychiatric nursing literature 
The brief review of the literature presented suggests a gradual 
lessening of the divide between Jorth American and British nursing 
practice in relation to care of patient with affective disorder. 
Although some Horth American texts still emphasise psychoanalytic 
interpretation and intervention, stronger support is evident for an 
interpersonal model, which in turn may be being overtaken by more 
eclectic approaches which appear more empirically defined, such as the 
cognitive therapy model. The British nursing literature has maintained 
a strong medical-expressive orientation up to the present day. However, 
interest in the interpersonal nature of care has generated support for 
an interpersonal model, which as yet is not articulated clearly. The 
assertion that nursing should be governed by an interpersonal model 
appears to stem from writers like Travelbee who observed that:
...nursing is an interpersonal process because it is always
concerned with people either directly or indirectly (1971).
In Britain, Altschul has been instrumental in generating the enquiry 
into the nurse's interpersonal role. In her study of nurse-patient 
interaction, she noted that the diagnosis of the patient seemed to 
influence the amount of interaction time patients received, neurotic 
(sic) patients receiving much less time than others. This finding was 
supported later by Hcllwaine (1981). Altschul (1972) found it 
impossible to identify any specific treatment ideologies amongst the 
nurses she studied, which led her to question whether or not they had 
"any identifiable perspective to guide them in their dealings with 
problematic situations"(ppl91-2).
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The interpersonal base of psychiatric nursing
That interpersonal situation, and the stresses inherent within it, was 
acknowledged in Menzies’ seminal study in which she noted that the 
nursing service bore the full and concentrated impact of stresses 
arising from patient care (Xenzies, 1961). Such pressures appear to be 
linked inextricably to the nurse’s role as the medium of institutional 
treatment. Vilson-Barnett and Trimble (1984) observed that in this role 
nurses acted as a buffer between the institution and the individual 
patient, exerting a powerful influence, for good or ill, on the outcome 
of treatment. Nurses demonstrate this role in fairly ’naked’ terms. Any 
technical actions undertaken are sub-contracted medical procedures. The 
only procedures which nurses ’own’ are a function of their own selves, 
such as helping a patient discuss a problem, or helping a patient to 
eat. As noted earlier, many North American writers have articulated a 
philosophy of interpersonal ’therapeutic’ relationships for many years 
(Peplau,1952; and Schwartz and Shockley,1956). Although, as noted 
earlier, such ideas about interpersonal relations can be traced to 
various schools of psychotherapy , especially Sullivan , 
anthropologists (Mead, 1934) as well as psychologists (Mahoney, 1974) 
have documented their appreciation of the fundamental principle that 
one person’s behaviour is affected by, and in return has an effect 
upon, the behaviour of others. The value of North American nursing 
authors such as Peplau, has been in translating such concepts for a 
nursing audience.
The constituents of care. Three facets of psychiatric nursing care of 
the patient with affective disorder emerge from this review. The most
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fundamental role involves the organisation of a supportive social 
environment, where recreation, distraction and social stimulation are 
offered. The second level involves more direct care and treatment, with 
nurses ’expressing* discrete medical prescriptions, such as giving 
drugs and monitoring side-effects, and assisting in the delivery of 
ECT. At this level, the nurse’s concern for the patient’s physical 
health, through supervision of personal hygeine, diet and activity and 
biological rhythms, also is expressed. The third level deals 
specifically with the nurse’s attempts to use her ’self* to help the 
patient.
Most contemporary writers assert that this use of ’self’ is the most
important function of nursing. Butterworth has commented recently that
an unwelcome ideological shift back to a medical/general nursing frame
of reference is likely to result from proposal to make radical changes
in nurse training. In order to restate the purpose of psychiatric
nursing Butterworth argued that psychiatric nurses must:
...declare an expertise in interpersonal skills, the therapeutic 
use of self and the difference that psychiatric nursing has in its 
final (sic) detail and consequently ideology (Butterworth, 1987
p. 6). *
Vith this restatement of purpose in mind, it is appropriate to consider 
the nature of the nurse-patient relationship described in the 
literature review.
The therapeutic use of self
Although British nurses have begun a move towards an interpersonal 
approach, it is unclear whether this represents an ideology, 'science
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of ideas' or theoretical rationale, in Altschul's sense of the word. 
Although the literature reflects an interest in nurse-patient 
interaction, interaction and relationship are not synonomous. As Laing 
(1965) observed, viewing the other as a person implies a different 
perspective on the part of the observer to viewing the other as a 
biological or mechanicaL entity. Those who would like to see nursing 
established more securely on the basis of interpersonal relationships 
seem to suggest that caring for depressed persons should involve 
relating to the other as a person, helping to identify and work upon 
the problems in the patient’s life. However, some traditional treatment 
models have abstracted a disease or disorder from out of the person. 
This identified phenomenon! (the condition) then becomes the focus for 
the doctor's and nurses attention. As this review has noted, many 
nursing writers continue to talk about the disease, or disorder, as if 
it existed seperately from the person who is the patient. This 
reductionist orientation appears to be in direct conflict with 
interpersonal model of nursing, as projected by writers like Schwartz 
and Shockley (1956)
The expression of sympathy. Although British writers like Beccle (1962) 
were describing quite passive 'policing' roles for nurses at the 
beginning of the 1960’s, their Forth American counterparts had already 
stated their assumptions about the potential influence which nurses 
might have upon even seriously depressed patients (Schwartz and 
Shockley, 1956). When British nurses described nurse-patient, 
interaction three strategies are recounted. In the first, the 
expression of a sympathetic attitude is recommended (Bray and Bird,
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1964; Burr and Andrews, 1981; and Darcy, 1984). Although, sympathy 
implies the sharing of the patient’s distress, it is not defined 
clearly and certainly can be distinguished from empathy (Altschul and 
McGovern, 1985; Reynolds, 1986) which implies a different form of 
emotional involvement.
The expression of reassurance. The tactic of reassurance represents
another 'use of self’ intervention which is recommended often (Darcy,
1984; Trick and Obcarskas, 1982), but which remains ill-defined in most
cases. Although it can be assumed that such ’positive’ approaches to
the patient’s distress will be helpful, some authorities warn against
inappropriate usage. Arieti (1980) has suggested that:
Exaggerated reassurances may be detrimental rather than beneficial 
in allowing the patient to believe that the therapist (sic) shares 
his own estimation of his helplessness and terribly impaired 
state (p.295)
He also cites Bonime’s (1962) observation that false reassurance at
almost any time is harmful, and probably never more harmful than when a
patient is depressed. In Bonime’s view, this encouraged the patient to
believe in his own powerlessness. False reassurance serves only to
obscure the patient's genuine resources instead of mobilizing them.
From this perspective, Trick and Obcarskas’ assertion that the nurse
dare not refuse the patient's requests for reassurance, may require
further clarification. Although many nursing writers assume that nurses
should try to ease the patient’s distress in this fashion, Arieti is
quite emphatic that from a psychotherapist's viewpoint:
from the very beginning the patient must understand that 
...amelioration is his therapeutic task and not an obligation of 
the therapist (Arieti, 1980, p.295).
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The expression of general support and acceptance. The final strategy 
described involves forms of non-verbal support. This is illustrated by 
the assertion that ’’just being there” (Priest and Voolfson, 1980) or 
’’merely listening" to the patient talk about his despair and 
hopelessness, can be therapeutic (Darcy, 1984). Although not citing 
affective disorder in particular, some researchers have demonstrated 
that the opposite is the case (Gelfand, Gelfand and Dobson, 1967) where 
’passive support’ reinforces the helplessness of the patient. Although 
support for such a therapeutic tactic might derive from ’conventional 
wisdom’, research evidence to support the ’therapeutic use of self’ in 
this arbitrary fashion appears lacking. Researchers like Beck et 
al.(1980) have suggested that time spent engaged in long silences with 
a depressed patient merely affords the person time for rumination: time 
to form the opinion that the ’silent other’ supports the hopelesness of 
his state. Although representing a quite different psychotherapeutic 
culture, Arieti agrees with Beck about the need to avoid the adoption 
of a "silent analytic posture” :
...to remain silent and let the patient recount his miserable state
is to further the transference distortion of an omnipotent other
(Arieti, 1980,p.295)
Instead, he argues that there is a need to be "active and forthright," 
trying to initiate discussion of other topics to prevent the 
reiteration of symptoms, at least in the early stages of the 
interaction, where the relationship is being formed with the patient. 
Although it is not clear how much of this advice to practitioners of 
psychotherapy is relevant to nurses, as a general principle these two 
views about the danger of silent postures suggest the need for the 
further examination of this concept in nursing practice.
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The North American literature reviewed here appears more specific, by 
comparison, in its description and definition of ‘therapeutic 
attitudes’ (Payne and Clunn, 1977). That literature also reflects more 
of the ideological conviction which is less obvious in British nursing 
practice. Some nurses maintain the traditional ‘Freudian’ 
interpretation of severe depression in terms of critical infantile 
personality development (Brown and Fowler, 1971; Taylor, 1986), with 
some authors emphasising Freud’s concept of the introjection of anger 
(Irving, 1983). Some authorities would suggest, however, that Freud’s 
bold and imaginative formulation of severe depression has not stood the 
test of time, having proved ” increasingly difficult to corroborate by 
clinical evidence” (Arieti, 1980, p.23). Although some British nurses 
share an interest in traditional psychodynamic interpretations of 
depression, there are indications, however, that the American 
’culturalist’ model, espoused by Topalis and Aguilera (1978), is 
becoming more influential. This acknowledges the concept of affective 
disorder as a ’practice’ rather than an ’illness’ and also emphasises 
the complexity of interpersonal relationships (Travelbee, 1971). Some 
North American nurses have integrated the interpersonal model with more 
empirically defined interventions, like cognitive therapy (Knowles, 
1981d; Manderino and Bzdek, 1986) which embraces some of the principles 
and practices of behaviour therapy. Alternatively, Shanley (1984) has 
projected a rather negative view of British psychiatric nurses training 
in behaviour modification (sic) techniques and principles, in which he 
perceives a "danger.... in the nurse seeing herself merely as a 
technician ” (p.200). Despite that reservation, most British nurses who 
practice behavioural psychotherapy acknowledge the crucial role of
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interpersonal relationships and mirror many of the attitudes and 
practices of their North American nurse psychotherapist colleagues (cf 
Barker, 1982; Barker and Fraser, 1985).
Conclusion
This review shows that three main care functions, of the patient with - 
affective disorder, have commonly been described in the British nursing 
literature. These represent the organisation of a living environment 
which offers general support, the expression of medical treatment and 
the use of self as a therapeutic tool. Theoretical rationales for the 
adoption of these different strategies of care are assumed but rarely 
articulated. Although some authors have acknowledged the distinct 
status of the patient suffering from manic depressive psychosis, no 
specific nursing interventions for this group has been described. It is 
assumed that if these three care functions are appropriate for patients 
with affective disorder in general, they will also be seen as 
appropriate for the care of the patient suffering from manic depressive 
psychosis.
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CHAPTER 5
CRITICAL APPRAISAL OP THE SCOTTISH RKM TRAIMIMG PROGRAMME:
SUB-STUDIES 1 and 2
The preceding review of the literature reflects the views of nurse 
researchers, educationalists and clinicians on what nursing care of the 
depressed patient should and does involve. Although there is no 
evidence to support the following view, it could be hypothesised that 
published reports do not reflect the majority view of the content, 
rationale and function of care. In this chapter, an attempt will be 
made to clarify further the role of the nurse in the care of patients 
suffering from any form of affective disorder by examining what is 
expected of nurses undertaking the training programme leading to the 
examination for the mental part of the register in Scotland. This 
appraisal takes the form of two sub-studies. In sub-study one, the 
content of the General Nursing Council for Scotland's scheme of 
training for the Mental part of the register was examined, with 
specific reference to aspects of caring for patients suffering from 
affective disorder in general. The focus of this study was the sample 
curriculum prepared by the General Nursing Council for Scotland in 
1978. In the second sub-study, questions from the written examination, 
which specified aspects of caring for patients with affective disorder, 
were studied.
- 68 -
Sub-Study 1: The R.K.t. Curriculum
An appreciation of the role of the psychiatric nurse can be gained from 
observation of the educational curriculum for nurses who are training 
for the mental part of the register. The General Fursing Council 
(G.F.C.) for Scotland, provided a general framework for training in the 
form of sample curricula, which were interpreted by Colleges of Fursing 
and Midwifery at a local level. All training programmes, planned by 
individual colleges, were submitted for approval to the General Fursing 
Council for Scotland. With the demise of the General Fursing Council 
for Scotland, responsibility for all nurse training in Colleges of 
Fursing and Midwifery, was transferred to the Fational Board for 
Fursing and Midwifery for Scotland. The present scheme of training for 
the Mental part of the register, derives from a sample curriculum which 
was prepared in December 1978 by the G.F.C. for Scotland. This 
curriculum was expected to come into force approximately three years 
later, in 1982. The curriculum contained in the Schemes of Training for 
the Register of Nurses (General Fursing Council for Scotland, 1978) 
outlined the rudimentary content of eight required modules of training 
leading to the examination for the register. The first four modules 
represented part of a common programme shared with nurses training for 
the general part of the register. The second four modules were designed 
specifically for the mental part of the register.
Acute and non-acute mental disorder
The sample curriculum for the Mental register makes no specific mention 
of the care of patients suffering from manic-depressive psychosis. 
Theoretical teaching Is. however, recommended on 'affective disorders'
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in module six (non acute mental illness) and seven (acute mental 
illness), of the sample curriculum. It is not made clear whether this 
relates to the theory of medical practice, such as diagnosis, 
epidemiology and treatment, or the theory of nursing related to 
specific populations. In the Schemes of Training document, an 
acknowledgement is made to the need to draw a distinction ”in terms of 
experience of non-acute conditions and of acute conditions” (p.46: para 
107). In an appendix to the Schemes of Training document (Appendix 4a: 
Topics 25 & 27), affective disorder is cited within both the acute and 
non-acute psychiatric conditions, but any distinction, in terms of the 
nursing care required, is not amplified. However, little specific 
mention is made in the Schemes of Training document to the nurse’s role 
in caring for patients with any specific mental disorder.
It has been noted already that there is a long tradition of interest in
the nurse’s actual or potential psychotherapeutic role (Cormack, 1983).
Specific mention to such a role is negligible in the Schemes of
Training document. Where ’psychotherapy* (or indeed any treatment) is
mentioned, caution is expressed:
The straightforward caring role of the nurse should not be lost 
sight of, however, in speaking of the extensions of that role into 
specific treatments and psychotherapy (General Fursing Council for 
Scotland, 1978, p.46: para 109).
This seems to suggest that ’caring’, and helping patients through some 
form of psychotherapy, are different, if not conflicting, activities.
In this respect, the General Hursing Council for Scotland appears to 
reflect a quite different view from that of the American Furses 
Association referred to earlier (AHA, 1980).
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As has already been noted, there is a long tradition of debate 
concerning the meaning of the term ’mental illness’ in psychiatry. The 
Schemes of Training document reflects some of this uncertainty when it 
appears to suggest that some disorders are treated (only) in hospital 
or the community; and that there is some distinction between mental 
disorder and mental illness. Para 110 of the document states that 
students should be exposed to ’’full coverage...of disorders which would 
normally be treated in the mental hospital” and also:
...should be taught the symptoms of the main disorders which would
normally be treated outside the mental hospital (Para. 110).
The importance of teaching students about the ’’symptoms” of disorders, 
rather than ’care’ of people suffering from specific disorders, is not 
clarified. A question could also be raised about the kind of disorders 
which are treated only in the community, or only in the hospital. It 
could be argued that the severity of the patient’s illness, rather than 
the nature of the illness itself, determines whether or not (s)he will 
require hospital treatment. In the same paragraph the document adds 
that:
...special emphasis should be placed upon the disorders... which
give rise to mental illness (emphasis added).
This implies that the disorders and the illness are separate yet 
interdependent entities (or concepts). The distinction is rendered 
tautological by reference to the Mental Health (Scotland) Act which 
stated that ’mental disorder’ means ’’mental illness or mental 
deficiency however caused or manifested” (Mental Health Act, 1960).
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The nurse*s interpersonal role
Although the S c h e m e s  o f  T r a i n i n g  document appears to exercise caution 
in identifying a specific psychotherapeutic role for psychiatric 
nurses, it does not ignore reference to engagement in formal and 
informal mechanisms of psychotherapy. The document suggests, for 
example, that teaching should stress "the n u r s e * s  r o l e  of giving 
support to the patient through f r i e n d l y  i n t e r e s t  a n d  c o n c e r n " (para 
108: italics added). In Appendix 4A of the document, "list of topics 
25" cites only interest, concern and respect, under nurse-patient 
relationships. These requirements of the nurse appear limited by 
comparsison to Payne and Clunn’s (1977) therapeutic attitudes quoted 
earlier, which emphasised honesty, support, non-rejection, empathy and 
acceptance. The document does, however, make special reference to 
teaching in relation to the "role of the nurse in individual and group 
methods of psychotherapy” and the "nursing care of patients receiving 
special treatments (sic) - desensitisation” (General Fursing Council 
for Scotland, 1978, p. 70:list of topics 27).
A clearer appreciation of the Council’s view of the role of the 
psychiatric nurse is gained from Appendix 6 to the S c h e m e s  o f  T r a i n i n g  
document. This refers to "tasks for which the registered (mental) nurse 
accepts responsibility." Under "management and communication” , ten 
general administrative duties are cited, including, admission, transfer 
and discharge d o c u m e n t a t i o n ; security of possessions, keys etc; c u s t o d y  
of drugs etc; ward stock control; reporting defects in equipment; 
dealing with absences; preparing on/off duty schedules. The same 
section cites seven tasks related to clinical care, namely: using
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restraint; advising patients and relatives; co-operating in therapies; 
participating in group therapy, behaviour modification therapy (sic); 
promoting good physical and social habits; supervising and 
participating in recreational activities; and "preparing, monitoring 
and evaluating nursing care plans." A second section identifies thirty 
tasks under "Fursing Care". Only four of these tasks relate 
specifically to the care of the mentally ill, namely: i) assisting 
patients - listening, reassuring, suggesting, persuading; ii) 
recognising and dealing with - depression, aggression, anxiety, 
confusion, elation, delusion, hallucination; iii) observing and 
recording ; and iv) informal(sic) assessment of mental state and social 
behaviour. The distinction between "observation and recording” and 
"informal assessment" is not clarified. The remaining tasks deal with 
forms of clinical-somatic nursing care, such as: removal of sutures; 
treatment of the throat by painting and gargling; after-care of 
patients following ileostomy; barrier nursing.
It would be inappropriate to judge the General Fursing Council for
Scotland's view of the role of the Mental nurse on the basis only of
this outline syllabus. A number of points are, however, worthy of
comment. First, the training is geared towards patients in hospital,
rather than towards people suffering from mental disorder wherever they
might be living. This may be a reflection of attitudes prevalent at the
time of the drafting of the document. The Council’s document states,
however, that the nurse views the patient:
... as a person who, at one level or another, needs help in 
maintaining basic human functions (and that) the patient may be in 
hospital or outside of it (page 30; para 6 : italics added).
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However, the role described under ’tasks’ (see above) is related almost 
exclusively to hospital work. Secondly, reference to basic human 
functions is important, since it is not clear, from the review of the 
Schemes of Training document above, which of the needs of the patient 
are basic or which are advanced.
The reference to meeting basic needs may explain why the document 
recommends that nurses should only assist medical and other staff (such 
as clinical psychologists) in the performance of assessment or special 
treatments (p.111).
The document gives little emphasis to the importance of nursing care 
plans, or the assessment of the patient (person) upon which these are 
based. This is worthy of note since the Scottish National Nursing and 
Midwifery Consultative Committee (1976) published a seminal series of 
papers on the process of nursing before work began on the Schemes for 
Training document. The outline syllabus gives no indication that 
different kinds of care plans might be needed by people suffering from 
different disorders, or who are at different stages of their illness. 
Indeed, the document suggests that
The nursing process is the application of ordinary intelligent
behaviour to the care of the patient (p.31:para 10).
If the nurse is to be "concerned with the patient as a whole person, 
body and mind” ’ (General Nursing Council for Scotland, 1978,p.30: para 
7), then the assessment of the person would need to take account of at 
least the following: the patient’s view of herself (especially in the 
case of the severely depressed person); interaction with peers and
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family; her view of these interactions; opportunities for self-harm, 
deliberate or otherwise; motivation towards and engagement in self- 
care; ability to express emotion; and identification of the person’s 
needs, as opposed to those defined by staff (see Barker, 1985). The 
critical nature of these needs, especially in the case of the suicidal 
patient suggests that the design of appropriate care might involve more 
than "ordinary, intelligent behaviour” .
Sub-Study 2: The Written Examination
This brief appraisal of the recommended outline for Registered Mental 
Hurse training suggests that although an appreciation is gained of the 
General Nursing Council for Scotland’s expectations of the nurse caring 
for the patient with affective disorder, implicit in the sample 
curriculum, an accurate assessment of their expectations is not 
possible. To gain a more direct appreciation of the governing body’s 
orientation towards care of patients with affective disorder, questions 
concerning care of such patients were abstracted from the final 
examination papers for the register between 1976-85 (See Appendix I).
An analysis of these questions undertaken by the author is shown in 
Figure 5:1. The first five questions are drawn from the present 
training programme, which is based upon the recommendations in the 
Schemes for Training document. The remaining questions are drawn from 
the earlier scheme of training (pre-1982) approved by the General 
Nursing Council for Scotland.
- 75 -
The content of the questions
In Figure 5;1 the presentation of the patient is noted in the first two 
columns and the class of information requested, in the subsequent 
columns.
Figure 5.1 Classification of the Content of the RMM Course 
Examination Questions
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The figure shows that, despite their relative rarity, mania and 
hypomania are cited more frequently <13 times) than severe depression 
(11 times). Weissman & Kyers (1978) suggest that the incidence of mania 
is between 0.6 and 1.0 Z; and of depression between 3.2Z for men and 
5.2Z for women. Where the question asks the nurse to describe the 
presentation of the patient, this appears to be framed predominantly 
within a clinical-somatic (medical) model, including: requests for 
signs and symptoms', clinical features; or clinical presentation. In 
some cases the nurse is asked to describe the care of the 'condition* 
rather than patient.
Most questions (75%) ask the examinee to describe the "nursing care" of 
the patient (or his "condition"). Where additional information is 
requested, this tends to emphasise the role of drugs, ECT or physical 
factors — nutrition, hydration, physical deterioration. Requests to 
discuss social or interpersonal aspects of nursing care are rare. 
Despite the controversy which has surrounded the use of ECT over the 
past decade in particular, where ECT is cited the examinee is never 
invited to comment upon the appropriateness or otherwise of the 
treatment. This might suggest that ECT is assumed, by the examiner, to 
be appropriate in all cases. The nurse is never asked to discuss her 
advocacy role in respect of consent to ECT in particular, or drug 
therapy in general. Despite the assumptions noted earlier about the 
interpersonal role of the nurse, only two questions emphasised nurse- 
patient relationships.
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Assessment Of The Examination Questions By A Panel of Judges 
To clarify whether or not the examination questions posed by the 
General Hursing Council for Scotland and latterly, the lational Board 
for Fursing and Midwifery for Scotland, reflected any consistent 
'ideological* orientation, the full selection of questions was 
submitted to examination by an independent panel of judges. This sub­
study hypothesised that no consistent model of care and/or treatment 
would be reflected in the examination questions.
Method
A purposive sample (Kerlinger, 1986) of 17 senior nurse clinicans and 
teaching staff members was drawn from four Colleges of Fursing and four 
psychiatric hospitals : two Colleges and hospitals were sited in the 
East of Scotland, and one hospital and one College each in the Vest and 
South of Scotland (See Table 5:1). All participants were known to the 
author.
Table 5:1 Composition of Panel of Judges
CT
Post
T C/I
East 3 2 3
South 2 1 2
Vest 1 1 2
CT : Clinical Teacher
T : Tutor
C/H : Charge Hurse
The panel was asked to assess the ideological orientation of the 24 
examination questions. Each respondent was supplied with a copy of the 
questions and was asked to read each question part and to decide which 
model of mental health/disorder was reflected by the context of the 
question. The panel was asked to classify each question part using the
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list of conceptual models shown in Table 5:2. This list of ’conceptual 
models’ was provided by four members of the teaching staff of a College 
of Mursing where the author was an honorary member of staff. The full 
list of questions is shown in Appendix 1.
A:
B:
C:
D:
E:
Table 5:2 
Medical model 
Behavioural model 
Social model 
Gestalt model 
Psychodynamic model
List of conceptual models
F: Interpersonal model 
G: Cognitive model 
H: Existentialist model 
I: Psychoanalytic model 
J : Eclectic & Hursing Process
The list of ’conceptual models’ selected as the framework for judging 
the examination questions, represented the range of theoretical models 
commonly used in nurse training for the explanation of psychiatric 
disorder, or which served as the basis for specific treatment 
approaches. Item J (Eclectic and/or nursing process) does not represent 
a model per se. This was included on the assumption that examination 
questions might ask the student to ’explain* the nursing care of a 
patient with a specific disorder. In responding to such a question the 
examinee would be free to involve any conceptual model, or elements 
from more than one model, in the design of the care plan.
The list of questions and instructions was mailed to each Judge who 
completed his/her response independently, mailing the replies back to 
the author. Ho other communication between the author and panel members 
took place.
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Resul ts
The panel’s responses1 are summarised, in Table 5:3. In some cases the 
respondents chose two or more models as optional response categories.In 
the Table, the responses have been simplified by accepting only the 
first response made to each part of the question. A small minority of 
the respondents suggested that some questions ’ invited’ the use of one 
conceptual model, but others were included as possible alternatives.
The judges’ responses suggested that the majority of the questions 
invited the use of a ’medical model* of care (86%). Recognition of a 
specific requirement to use an ’eclectic’ or nursing process format was 
the second most frequently identified response, with 6.6% of the 
responses overall. An implicit emphasis upon a social or interpersonal 
model of care was adjudged evident in only four question parts and 
represented only 3.7% of the judges responses.
Vith the exception of one question (Ho. 19) the panel were in full 
agreement that the first part of each question reflected a medical 
orientation. The panel judged the majority of the remaining question 
parts, as reflecting a medical model of care and treatment, with six 
exceptions.
In question l:b the majority of the panel identified an interpersonal 
or social model as most appropriate, where the examinee was asked to
J In Table 5.3 the following abbreviations are used to represent the 
response categories. Med. = Medical; Behav. = Behavioural; Soc. = 
Social; Psych/D. = Psychodynamic; Interp. = Interpersonal; Cog. = 
Cognitive; E.H/P = Eclectic or nursing process.
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Table 5:3 Ideological Orientation of Examination Questionst
Question/ Classification
Part So. Med. Behav. Soc. Psych/D. Interp. Cog. E.N/P
1 : A 17
B 4 10 3
C 6 2 9
2 : A 17
B 15 - 1 1
C 17
3 : A 17
B 17
4 : A 17
B 14 1 2
C 17
5 : A 17
B 15 2
6 : A 17
B 14 1 2
7 : A 17
B 14 3
8 : A 17
B 14 1 2
C 17
9 : A 17
B 13 1 3
C 17
10: A 17
B 16 1
11: A 17
B 13 3 1
C 17
12: A 17
B 16 1
13: A 17
B 17
C 15 1 1
* Three categories (Gestalt, existentialist and psychodynamic) were 
not used by the respondents and were omitted from the table.
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Table 5:3 (cont’d)
Question/
Part No. Med. Behav. Soc. Psych/D. Interp. Cog. E.N/P
14: A 17
B 16
15: A 17
B 14
C 15
16: A 17
B 14
C 17
17: A 17
B 13
C
18: A 17
B 13
19: A 16
B 14
C 3
20: A 17
B 17
C 14
21: A 17
B 14
C 17
22: A 17
B 17
C 4
D 1
23: A 17
B 17
24: A 17
B 17
Totals 922
1
2 -  1 
2
3 
7
3
1
1 2 
1 13
3
2
8
9
40 3
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"discuss how the nurse should respond to the problems which can occur 
when establishing a relationship with this patient". In the third part 
of this same question, the panel favoured an ’eclectic or nursing 
process'(n=9) approach, closely followed by use of a behavioural 
model(n=6). This question asked how the nurse would deal with other 
patients becoming annoyed by the behaviour of the patient. In 17:c, the 
panel suggested that the question "how should the nurse deal with 
problems posed by visitors to the ward?" reflected an eclectic/nursing 
process (n=9) or interpersonal (n=7) model. Question 19:c asked the 
examinee to "discuss the important principles to be learnt from this 
situation (a patient refusing to eat or drink)” . This was judged 
primarily as an eclectic/nursing process model (n=13). Finally, 
question 22:c asked how the nurse would reassure a distressed spouse 
and 22:d asked the nurse to discuss the possible effects of the patient 
on other patients. Both these question parts were judged as 
predominantly interpersonal or social in orientation.
Discussion
The response of the panel of judges suggests that the examination 
questions of the past decade offer an implicit invitation to examinees 
to describe patients suffering from affective disorder and their care 
and treatment, from the perspective of a medical model of psychiatric 
treatment, rather than any other. Consequently, the hypothesis that no 
consistent model of care or treatment would be expressed in the 
questions was not supported. A senior lecturer in nursing studies 
commented that :
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since the medical model is the most pervasive model in 
psychiatry, students are most likely to use the medical model even 
for questions where the use of other models is equally 
appropriate (Shanley, 1986).
He added that students’ interpretation of questions will be influenced 
by ’’cues from the stem, such as ’signs and symptoms’ or ’clinical’
In this vein it is interesting to note that apart from repeated 
reference to signs and symptoms and clinical"features, question 3 asked 
the student to comment upon the management of a ’’condition” , rather 
than the ’care of a person suffering from a specified condition’. This 
question, taken from a recent examination paper for the revised 1982 
syllabus, is in direct conflict with the ’person-centred’ approach 
espoused by the General Nursing Council for Scotland. Although the 
response of the panel of judges suggested that the eclectic and/or 
nursing process approach was the second most frequently ’ invited’ 
conceptual format, this approach was greatly under-represented. Despite 
the growth of interest in the use of the process of nursing since 1976, 
in nurse training (Drummond, 1987) and the nursing literature (see 
Cormack, 1985) this approach did not appear to play a significantly 
greater part in the post-1982 examination questions than in previous 
years. Given the interest in the psychosocial context of care noted in 
Chapter 4, the placings of interpersonal and social models of care and 
treatment in the panel’s overall judgement seem almost insignificant.
A study of the contemporary curricula in Scottish Colleges of Nursing 
(Barker, 1986) revealed that some Colleges maintain an emphasis on 
teaching of ’’major features/aetiology and care for patients in 
(different) categories...psychotic versus neurotic depression
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(Henderson, 1986) reflecting the ’’traditional medical model” (Straiton, 
1986). However, other colleges reported an emphasis upon "nurse patient 
relationships, therapeutic interactions etc ” (HacDougall, 1986) and 
teaching of specific psychoanalytic (Freud, Klein and Bowlby), 
psychodynamic (Arieti 4 Lewin) and behavioural theories (Seligman, 
Lewinsohn, Beck). Lyttle (1986) also emphasised the teaching of Gestalt 
techniques, Reynolds (1986) the role of group dynamics and Drummond
(1986) among others, the importance of cognitive (information- 
processing) theory. These conceptual models, and their accompanying 
therapeutic methods, were not represented to any real extent in the 
judges’ classification of the examination questions. Gestalt, 
existentialist and psychoanalytic models of depression were not cited 
by any judge; cognitive (three judges) and psychodynamic (one judge) 
models faring little better.
It could be argued that students are free to answer the question from 
any theoretical standpoint they wish, using the model of care or 
treatment they believe is appropriate. However, some senior nurse 
tutors support Shanley's observation of the pervasive ’power’ of the 
medical model. If a student decided to frame an answer around an 
atypical model of care or treatment (such as a psychodynamic 
interpretation of depression) this response might be considered 
inappropriate, even incorrect, given the strong representation of 
medical treatment of these conditions, by drugs and B.C.T. (Drummond, 
1986) In his view, the examination requires students to take an 
unnecessarily "medico-nursing” orientation in order to pass the 
examination (Drummond, 1986).
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Conclusion
All final examination for the Mental part of the register set between 
1976 and 1985, were assessed by an independent panel of judges, in an 
attempt to classify the ’ideological orientation* of the individual 
questions. The judges used a list of ten conceptual models, or 
theoretical frameworks, which were considered relevant to the 
understanding of mental illness and the practice of psychiatric 
nursing. From the the appraisal by the panel of judges it would appear 
that the written examination for the Mental part of the register asks 
more questions about the didgnosis of affective disorder and about the 
expression of medical treatment, than about the discrete role of the 
nurse in caring for people suffering from such disorders. In the 
judges’ view, the majority of the questions ’invited’ answers which 
would use a ’medical model' of care and treatment, rather than any 
other. Although examinees would have been free to use any conceptual 
model as the basis of their description of nursing care, where such a 
description was asked for, some judges thought that a ’medical’ model 
of care would be more acceptable than any other.
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CHAPTER 6
CLINICAL NURSING OF THE PATIENT WITH AFFECTIVE DISORDER:
SUB-STUDIES 3 AND 4
The two representations of the nurse’s role in the care of the patient 
suffering from affective disorder presented already, involve 
interpretations (the prescriptive and descriptive literature in Chapter 
4) or expectations (the training programme described in Chapter 5). To 
gain a more direct appreciation of how nurses see their role in caring 
for patients with affective disorder in general, and manic depressive 
psychosis in particular, two sub-studies were implemented. The first 
was based upon a structured interview, completion of a questionnaire 
and rating scales. The second sub-study was based upon use of the 
Critical Incident Technique (CIT), described by Flanagan (1954). Both 
studies sought to answer the following questions:
1. How do practising nurses perceive their role when caring for 
patients suffering from manic depressive psychosis in particular, or 
affective disorder, in general?
2. Vhat do nurses believe that they do for the patient?
3. Vhat is the nurses’ rationale for talcing one, rather than any other, 
course of action?
In Chapter One it was noted that considerable uncertainty surrounds the 
diagnosis of ’manic depressive psychosis’. In Britain in particular, 
there exists a strong view that manic depressive psychosis is no more 
than a severe form of other affective disorders (Kendell, 1983b;
Naylor, 1987). This thesis is concerned with the nursing care of
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patients diagnosed as suffering from manic depressive psychosis, rather 
than any other form of affective disorder. The main experimental study 
reported in Part Three of the thesis was implemented in a research unit 
which specialised in the care of women with affective disorder in 
general, and manic depressive psychosis in particular. In view of the 
specialist status of this ward, and therefore the specialist experience 
of the nurses, the first sub-study (3) reported below, examined the 
nurses’ perception of their role in caring for patients diagnosed as 
suffering from manic depressive psychosis per se. The second sub-study
(4) employed a random sample of psychiatric nurses from psychiatric 
hospitals and psychiatric units throughout Scotland. Before commencing 
this sub-study it was acknowledged that because it was drawn at random, 
some of the sample might have had only limited experience of caring for 
patients with an unequivocal diagnosis of manic depressive psychosis, 
given the site of this population. For this reason it was decided to 
examine these nurses’ perception of caring for patients with affective
disorder in general.
Sub-Study MO.3: The Mole of Trained Morses in the Experimental Hard
This study focussed attention upon the orientation to care of the 
patient with manic depressive psychosis, expressed by staff working on 
the ward in which was to be based the experimental project described in 
Part Three. The ward had been used for approximately 15 years as a base 
for research into the aetiology and medical treatment of/with affective 
disorder in general and manic depressive psychosis in particular. 
Largely for practical reasons of architectural design, the ward
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accomodated only female patients. At the time of this sub study, the 
nursing team were all women.
Aims of Sub-Study Three
In the experimental study described in Part Three a comparison was made 
between different nursing interventions in the care of patients with 
manic depressive psychosis, comparing ’routine nursing care’ with two 
alternatives. As noted in the introduction to Part One the definition 
of ’routine nursing care’ was planned as a composite: based upon 
descriptions in the nursing literature, descriptions of nursing care 
contained in nurse training literature and reports by nurses of the 
content and function of their work with patients suffering from 
depression.
As part of this clarification of the nurse’s role the study reported 
here aimed to describe the interactions which trained nurses on the 
experimental ward used in their ’routine nursing care’ of women with 
manic depressive psychosis.
Materials and Method
The study involved three phases (see Figure 6.1). In the first phase, 
all staff were interviewed by the author. These interviews took the 
form of two group discussions, where staff were asked to identify the 
content of ’routine nursing care' on the ward. In the second phase, a 
two-page questionnaire which comprised 11 questions (see Appendix 2), 
based upon the responses from the group discussions, was given to 
trained staff members only. Finally, two rating scales, comprising 20
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items each, were given to trained staff only. These scales were based 
upon an analysis of the responses to the questionnaire used in the 
phase two. The first scale asked the nurse to indicate how often she 
would engage in each of the twenty 'interactions with patients’ defined 
in the scale (see Appendix 3), using a five-point scale which ranged 
from A (almost every day) to E (never). The second scale, which used 
the same five-point rating, asked the nurses to indicate how often, 
approximately, they would be expected to deal with the twenty clinical 
problems listed (see Appendix 4). The three phases were conducted over 
a three-month period.
Figure 6.1: The Three Phases of Sub-Study 3.
Phase Content Outcome Duration
1 Group discussions with 
staff team.
Key areas of 
interaction.
2 weeks
2 Completion of questionnaire: 
trained staff only.
Nurses’ perception of 
their role.
1 week
3 Completion of Scales 1 and 2: 
trained staff only.
Indication of prevalence 
of: 1) clinical problems 
and; 2) use of inter­
personal actions.
1 week
Subjects
14 staff participated in the group discussions in the first phase. The 
'staff team’ comprised seven trained nurses (four registered mental 
nurses, one registered general nurse and two state enrolled nurses), 
four nursing assistants, two student nurses and one clinical teacher 
(who was responsible for supervising all nurse learners attached to the
- 90 -
ward) In the second and third phases, only the seven trained nurses, 
who were full-time members of the ward team, participated. The average 
length of post-qualification experience in psychiatric nursing of the 
trained group, was 11 years: range 2 - 2 3  years.
Sesults
Phase 1: The two discussion groups yielded nine areas of nurse-patient 
interaction. These were:
Establishing positive relationships with patients.
Spending time talking to patients.
Encouraging recreation.
Collecting information about the patient’s condition.
Giving general information to the patient.
Giving the patient information about her treatment.
Vitholding certain information from the patient.
Giving information to the patient in different ways.
Responding to the patient’s questions.
These nine areas of interaction were re-written in the form of an open-
ended questionnaire (see Appendix 2 for a completed example) to which
were added two further open-ended questions, which asked the nurse was
asked to list what she thought the patients most expected of her, and
what she tried to give the patient.
Phase 2: The responses of the trained staff to the questionnaire in 
Phase Two were analysed by the author. These provided the basis for the 
rating scale used in Phase Three. The trained staff’s perception of 
their role may best be summarised by classifying their view of the 
patients' expectations, and what they offered the patient in return.
The author sumarised these as follows:
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The patient’s expectations. The staff’s perceptions of the patient’s 
needs fell into four areas.
1.Implicit support: The nurses believed that patients expected the 
nurse to be ’’understanding and friendly". The nurses also believed that 
patients’ needed to feel they could "approach the staff at any time” 
and that staff would be "completely trustworthy". Most nurses described 
this need for ’support’ in terms of gaining a "listening ear". One 
nurse suggested that patients’ wanted to use her as a "sounding board 
for their thoughts and feelings".
2. Explicit support: nurses also thought that most patients expected 
"guidance, especially in making decisions". They also needed 
"information", about treatment, their illness, social security 
benefits, and routine organisation within the ward. Some patients also 
expected staff to help them "solve their problems for theitf’, "act as a 
go-between with relatives” and sometimes to "referee disputes with 
family, especially husbands". Most nurses noted the patient’s need to 
have "her confidence boosted” .
3. Social: "Just talking" was cited by most nurses, especially "about 
neutral topics (nothing to do with illness)". Helping patients "do 
their hair” could be seen as a purely social activity, but probably 
also served a morale boosting function.
4. Health: the nurses also thought that most patients needed help with 
certain health-related activities, such as bathing and examining them
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when they were in pain. In this category, one nurse thought that many 
patients wanted her to provide a "magic cure".
The nurses* expectations. Hot surprisingly, the nurses’ view of what 
they did for the patient most often, reflected the ’patient’s needs’ 
categories listed above.
1. Implicit support: The nurses saw "listening", within the context of 
a "trusting relationship", as important regular interactions. Some saw 
a need to provide "confidence and support", providing "reassurance as 
appropriate". Several nurses cited the need to make themselves 
"available" to the patient.
2. Explicit support: Most of the group described talking to patients as 
important. This took the form of "discussing her problems" and "helping 
the patient to solve problems" sometimes by "suggesting possible 
courses of action". Others emphasised responding to the patient’s 
questions and providing "guidance as necessary".
3. Social: The only references to ’social interactions' were helping 
the patient to "structure her day" and "helping the patient with her 
personal appearance".
4. Health: A number of health-related interactions were described. The 
most common were "helping with personal hygiene" and helping the 
patient deal with symptoms of mental illness: the two areas cited were,
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"reducing anxiety" and trying to "orient the delusional patient to 
reality".
Phase 3: The content of the two rating scales used in this phase (see 
Appendix 3 and Appendix 4) was developed from specific statements made 
by the nurses in response to the open-ended questions in Phase 2. The 
two scales represented
a) the nurses’ identification of problems shown by patients suffering 
from manic depressive psychosis and
b) interpersonal techniques used by the nurses in the care of such 
patients.
Table 6.1 : Ranking of clinical problems by total score.
Rank Problem Total score
1. Withdrawal 35
Feelings of guilt
2. Poor concentration 34
Poor personal hygiene
Poor food intake
Lack of communicative speech
Lack of positive thoughts
3. Delusional thoughts 33
Tearfulness
Suicidal ideas
Lack of interest in appearance
4. Agitation 32
5. Lack of motivation 30
Hypochondriachal ideas
6. Constipation 29
7. Hallucinations 26
Insomnia
Immobility
8. Unco-operative behaviour 25
9. Attempted suicide 14
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Patient's problems: The total ratings given for each 'problem* were 
calculated by translating the A-E scale into 5-1 scoring. These totals 
provided an indication of the most commonly encountered clinical 
problems. These are summarised in Table 5.1
Interpersonal actions: The total ratings given for each interpersonal 
action were calculated as above. In order to simplify the nurses’ 
ratings of the 42 possible responses, the data have been summarised 
under ten major areas. These represent the authors interpretation of 
the general 'class' to which each response belongs. These 'classes’ are 
summarised below, with total scores for individual items noted in 
brackets (see Appendix 3).
1. Promotion of adaptive responses (items A,D,51 & 53): This was the 
highest ranked class overall (x=31.5>. All four interactions received 
high rating from the respondents. Motivating the individual (51) by 
’’capitalizing on her interests” received the highest score (34) closely 
followed by involving the unmotivated patient (53) "in a subtle manner” 
(33). The two other items in this class "encouraging normal 
conversation” (A) and ’’encouraging a response” in a group setting (D) 
also received popular support, with ratings of 30 and 29 respectively.
2. Provision of support (items B,I,P1,P3,S3): Providing the patient 
with support and reassurance through the nurse's 'use of self' was the 
second most popular class of interaction overall (x = 31.2). "Spending 
time with the patient listening attentively” was engaged in almost 
every day by all staff (rating total,35), with the use of the nurse-
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patient relationship to ’’give the patient greater confidence” (34) used 
almost as often. In this category, fostering a good relationship in 
order to ’’provide personal support” (30), being supportive ” if a 
patient appears indecisive, until a decision is made by the 
patient” (29) and explaining the patient’s feelings of anxiety by 
relating this to her ’’nerves” (28) were used with roughly equal 
frequency.
3. Symptomatic relief (items B, R6 &T4): The three items in this class 
all received the same rating (30). If the patient expressed symptoms 
” in conversation” the nurse ’’would try to alleviate” them. If the 
patient ’’looked anxious” the nurse would ’’try to find out what the 
problem (was) and would deal with it herself” . In the case of the 
suicidal patient the nurse would ’’listen to the content and attempt to 
alleviate her symptoms” .
4. Modelling (items K, M2 & M2): Three statements described the nurse’s 
’modelling’ of her own values and suggestions in an attempt to reassure 
or motivate the patient (X=28.3>, ’’Suggesting things for the 
(unmotivated) patient to do” (34) and in the case of the indecisive 
patient ’’suggesting a way to deal with the problem?’ (33) were used with 
equal frequency. Where a patient expressed anxieties about medication 
the suggestion that ’’some drugs can be helpful” (18) was not used as 
often.
5. Exploration (items C,F,G,H,P2,Q2,R1 4 R2): Seven items dealt with 
assessment or exploration of the patient’s thoughts or feelings
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(X=25. 7). Asking the patient directly "how are you feeling” (35) was 
used most frequently, followed by use of the personal relationship with 
the patient ”to gather more information” (33). Using open-ended 
questions to establish ”the root cause” (29) and trying to explore 
further ”by asking more questions” when the patient asks ”what is wrong 
with me?” (28) also _were used often. ”Actively listening to every 
conversation"(25), approaching the patient who looks anxious "asking 
’is something bothering you?’"(24) and "asking various questions 
related to her outward signs of anxiety” (22) were used less often, with 
the use of "hunches” about how the patient might feel (18), used least 
often.
6. Problem-solving (items J,M3,R3 & T3): Four items dealt with 
different forne of ’problem-solving’ (X=25). "Discussing the pro’s and 
con’s of continued use of a drug” (30) was used most often. Reporting 
suicidal intent, but returning to work with the patient "to attempt to 
find a solution” (26) and giving "alternatives" to the indecisive 
patient (24) were used slightly less often. Engaging the anxious 
patient in "general conversation (letting her) bring up the subject if 
she wishes" was used least (20).
7. Persuasion (items 02,SI A Tl): Three items focussed upon ’reasoning’ 
with the patient or using some form of persuasion (1=23.6). Where the 
patient was suicidal, reasoning with her "for a period, then
report(ing) the matter” (26) was used most often, with persuading 
unmotivated patients to participate in activities (23) and reasoning 
with the delusional patient (22) less frequent.
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8. Direct advice (items L, Ml & Ql) : These items reflected the nurses’ 
use of opinions and values to influence the patient directly (X=15.3). 
The nurses’ use of "her own values to influence problem solving” (18) 
and ’’giving an honest reply” (18) when asked ’’what is wrong with me?” by 
the patient, were used most often, but infrequently. Explaining the 
patient’s drug treatment in terms of a '’chemical-imbalance” which 
required her to "keep taking the pills” (10) was used infrequently, by 
only some nurses.
9. Delaying (items 01, 03, Q4 & S2): These four items involved the 
nurse in either postponing an action, or ’buying time’ (X=14.8). Where a 
patient was unmotivated, and unwilling to participate in activity 
’’draw(ing) back and pick(ing) another time” (25) was used often. 
Postponing involvement with the patient on the grounds that her”drugs 
were not at a therapeutic level” (16) or informing the distressed 
patient that ’’once your next blood results come through we may know 
(what is wrong with you)” (10) were used only infrequently, by some 
nurses. Where the patient was expressing delusional ideas 
’’acknowledge(ing) the patient's speech” but failing to pass comment 
upon it (8) was ’never’ used by most of the group.
10. Referral (items Q3,Q5,R4,R5 & T2): Passing information, or the 
patient, on to other members of staff, accounted for five items 
(X=13.5). Collecting information to "pass on to the doctor” (20) was 
used most often, less often to a more senior nurse (16). Where the 
patient was distressed, referral on to a more senior nurse (15) was 
used more often than referral on to a doctor (10), which many nurses
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said they would never do. Merely '’acknowledging” delusional content and 
then reporting the matter (8) was hardly ever used by the group.
Discussion
Sub-study three attempted to describe the kind of problems trained 
nurses were required to deal with on the ward which was to be the base 
for the experimental project described in Part Three of the thesis and 
to clarify the kind of interactions which they used in response to 
these problems patients. The ’clinical problems’ which the staff 
identified as most common on the ward reflect more severe affective 
disorder. The relative infrequency of tearfulness, complaints about 
physical ailments and sleeplessness, might support the view found in 
the literature, that these are more common in ’neurotic’ depression, 
where the patient ’protests’ more at her plight (Arieti, 1980). The 
nurses acknowledged greater contact with failure to attend to self- 
care, loss of interest, pessimism, concentration deficit, withdrawal, 
guilt feelings and delusional thought content, which are more typical 
of severe (or 'psychotic') depression and the depressive presentation 
of the patient with manic depressive psychosis.
The collection of interpersonal strategies, which comprised rating 
scale 1, was based exclusively upon the interactions described by the 
seven nurses in their response to the questionnaire used in Phase Two. 
Although these may not represent an exhaustive list of possible 
interactions with depressed patients, the 43 items represented the 
Interactions reported by the trained staff members as examples of their 
'routine* interactions. The scaling of the items provides an indication
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of the relative frequency of use of these items by the trained staff 
overall.
In keeping with the findings from the review of the literature (Chapter 
4) and the training syllabus (Chapter 5), most emphasis was given to 
interactions which capitalised upon the positive relationship between 
nurse and patient, especially where this was used to promote more 
adaptive behaviour, to boost the patient’s confidence, or to provide a 
basis for exploration of the patient’s feelings. Most of the nurses’ 
attempts to influence the patient were indirect, using subtle 
encouragement, most often through ’normal* conversation individually, 
or in groups. The nurses emphasised the use of ’suggestion* rather than 
direction, which was eschewed in most cases. Directness was reserved 
for use in assessment, where the patient was invited to express her 
thoughts and feelings. The use of ’reasoning’ was unpopular, except in 
the case of the suicidal patient, where most staff said they would 
immediately share this information but would also attempt to * work 
with’ the patient, in an attempt at resolution.
The most ’unpopular* items, which were used by only one or two nurses 
on a regular basis, involved avoidance of direct interaction with the 
patient. Most of the team rejected the idea of ’explaining away’ the 
patient’s symptoms by attributing them to her ’illness’. The idea of 
waiting for the patient to improve (naturally, or as a result of drug 
action) was unpopular, as was the idea of passing the patient on to the 
doctor.
- 100-
Sub-study three attempted to define ’routine nursing care’ on the 
experimental ward by developing a structured self-report format based 
exclusively upon the team’s view of care. By using the frequency rating 
method, an indication of the most common (or most routine) interactions 
was gained. Because of the author’s decision to base the final scale 
upon the interactions provided independently by the team, some 
’omissions* were evident. For example, despite the emphasis upon ’poor 
self_care’ no specific interactions in this area were reported as 
things the nurse did most often for the patient. Also by basing the 
final questionnaire solely on interactions defined by the individual 
nurses, a clear indication of the team’s view of their 
’appropriateness* was not gained. Despite having an opportunity to 
indicate ’’not applicable” in response to any item, this was used very 
infrequently.
The final picture reinforces the supportive, broadly facilitative view 
of care described in the literature review. Reference to any specific 
method, or techniques, for dealing with specific problems, was notably 
absent. Instead, the emphasis was upon a close involvement with the 
patient, most often on an individual basis, where the nurse tried to 
use herself to support and reassure the patient, provide a vehicle for 
exploration and problem solving and to maintain the optimum conditions 
for resolution and recovery to take place. The low frequency of 
referral of patients (or their problems) to medical staff suggests that 
the team accepted the patient as, largely, their responsibility.
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Sub-Study 4: Survey of Scottish RUM Sample 
Sub-study three reported above focussed attention upon a small group of 
trained nurses working in a ward which specialised in the care and 
treatment of women suffering from affective disorder in general, and 
manic depressive psychosis in particular. The data arising from sub­
study three provided the basis for. a description of 'routine nursing 
care* on that ward. In sub-study four reported here, a survey was 
undertaken of the perceived role of psychiatric nurses working in 
Scotland, using a random sample of registered mental nurses. This sub­
study was undertaken in an attempt to compare, or contrast, the 
orientation to care expressed by the team in the experimental ward, 
with that of other psychiatric nurses working in other areas.
This survey was based upon the use of the Critical Incident Technique 
(CIT) which was developed by Flanagan (1954). The CIT involves the 
collection of observations of behaviour under specific circumstances, 
in order to assess their value as problem-solving strategies, and in 
the development of broad psychological principles. The procedure, which 
was developed by Flanagan (1954), has been used in a wide range of job 
and role analyses: from grocery store managers (Anderson and Filsson, 
1964) to psychiatric nurses (Cormack, 1983).
Method
Two kinds of observations are possible using the CIT. The observer may 
study either the behaviour of others or his/her own behaviour (self- 
report). Cormack’s major study of the role of the psychiatric nurse 
used both kinds of observation. For the purpose of this sub-study, only
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self-reported observations were invited for the following reasons. 
First, it was assumed that many of the interactions the nurse might 
have with patients suffering from affective disorder would take place 
in private, rendering them inaccessible to direct observation by an 
outsider. It was assumed also that the outcome of many interactions 
would involve responses which would be inaccessible to direct 
observation. Third, it was considered appropriate only to observe the 
behaviour of those nurses who had agreed to participate in the study.
If the sample subjects recorded incidents involving their colleagues 
this might be seen as an intrusion into the colleague’s professional 
and personal privacy. Finally, the research questions emphasised the 
examination of the nurse's perception of her role. This meant her 
understanding of what she did and why she did it. The subjects were 
asked to record examples of their interactions with patients, supported 
by personal observations on the outcome. No attempt was made to clarify 
whether or not these interactions occurred, or whether or not they were 
as the nurses described them.
Subjects
A random sample of registered mental nurses was sought by inviting the 
Directors of Nursing Services of the major Scottish psychiatric 
hospitals to draw a sample, at random, of registered mental nurses from 
their area of responsibility (see Appendix 5). 94 nurses were 
nominated, each of whom was invited to participate in the study. 61 
nurses agreed to participate: 19 charge nurses and 42 staff nurses.
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The study focussed specifically upon registered nurses in an attempt to 
simplify any conclusions which might be reached about the role of the 
psychiatric nurse.
Procedure
All communication with the subjects was undertaken by mail. Bach nurse 
was sent a package containing:
i) a letter explaining the aim of sub-study 4 (see Appendix 6).
ii> thirty copies of the CIT record sheet (see Appendix 7) and
iii) a single A4 sheet which offered examples of appropriate reporting
of incidents (see Appendix 8).
Each nurse was asked to describe any activity in which he did something 
for, to, or with a depressed patient (or his family), which he believed 
represented effective nursing. The record sheet required the 
description of the incident in five parts:
1. The events which led up to the activity (the stimulus conditions).
2. The nurse's action (the response).
3. The nurse's evaluation of the action (the perceived outcome).
4. The approximate date of the incident.
5. An indication of the grade of staff for whom the identified activity 
might be considered appropriate professional behaviour.
lo further communication with the subjects took place.This report deals 
exclusively with the general classification of the incidents provided 
by the sample.
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Results of Sub-Study 4
A total of 651 incidents was submitted: 78 incident reports (11.7%) 
were rejected on the grounds of illegibility or missing information.
All CIT records were completed by the nurse in his/her own handwriting. 
In some cases, sections of the CIT record were left blank, or were not 
legible. In order to avoid unnecessary interpretation, these records 
were rejected from the final analysis.
Table 6:2 shows the breakdown of the incidents according to the two 
groups of registered nurses involved. The Table shows the total number 
of incidents, the arithmetical average and the range of CIT records 
submitted by each grade of registered mental nurse. Staff nurse 
subjects provided more than half of the data but fewer incidents on 
average.
Table 6:2 Distribution of Critical Incidents by Wursing Grade
n (%) Tot. Inc. (%) X Range
Charge Nurse 19 (31) 284 (43) 11.8 1 - 30
Staff Nurse 42 (69) 367 (57) 6.4 1 - 3 0
The incidents were categorised using the classification system 
developed by Cormack (1983). Where more than one action was reported in 
the nurse’s response, the central action was classified, and any 
remaining actions ignored. Cormack’s classification system involved 
four main areas:
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A: staff initiated therapeutic intervention;
B: administrative activity;
C: provision, planning and monitoring of physical care;
D: personnel function.
In the present sub-study, no incidents related to administrative 
activity or personnel function were presented by subjects.
Reliability of categorisation of CIT records. The incidents were 
classified initially by the author, after which 65 incidents were 
selected at random, 60 from area A and 5 from area C. This represented 
approximately ten per cent of the incidents already classified. Two 
independent judges were used to compute the inter-rater reliability 
(IRR) between the author and an external judge. Each judge was a 
psychiatric nurse, was known to the author, was familiar with the care 
of patients with affective disorder, but was not involved with the sub­
study reported here. Each judge was provided with a photostat copy of 
the original incidents (n=65) selected for classification and a copy of 
Cormack’s classification system. The judge was asked to code each 
incident using the classification system provided. IRR was computed as 
a function of agreement using the equation:
Number of agreements 
number of agreements + disagreements 
The percentage agreement between the author and judge A was 82%; 
between the author and Judge B was 88%; and between judges A and B was 
77%. Distribution of critical incidents.The distribution of the 
incidents across the two areas, their categories and sub-categories, is 
shown in Table 6.3.
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Table 6.3 Classification of Critical Incidents
A: Staff Initiated Intervention
n =
TotalI: Uses self as a therapeutic tool
1. Makes self available to patients
2. Provides opportunities, or encourages patients 
to talk about their problems.
3. Is warm, understanding and sympathetic towards 
patients. Delivers care with sympathy and empathy.
4. Reassures patient. Encourages feeling of confidence, 
security or optimism.
5. Plans or encourages specific one to one relationship.
6. Recognises and encourages patient’s individuality.
Emphasises worth of patient and maximises level of self esteem.
7. Encourages or provides social stimulation. Exposes patient 
to institutional and non-institutional social experiences.
8 Minimises patient’s communication difficulties.
9. Recognises personal limitations when using self as a 
therapeutic tool.
10. Gives patient explanation of treatment, nursing care or
nursing decisions. . ,
11. Identifies patient’s intellectual, spiritual or social
needs or limitations.
12. Encourages patient to accept treatment or nursing care. 
Maximises patient-staff trust.
Chooses appropriate nursing care.
Presents self as role model to patients.
Is consistent in delivery of care.
(336)
38
13.
14.
15.
16.
65
15
56
20
21
41
0
31
5
18
5
14
3
0
Total (102)II: Hakes therapeutic use of environment.
1. Encourages patient-patient understanding and 
relationships.
2. Encourages or facilitates patients playing an
active part in treatment or self-care. Encourages independence.
3. Maximises patient’s privacy.
4. Individualises patient care. Adapts the environment and 
routine or care to suit individual patients.
5. Introduces patients to ward rules, geography, staff or
other patients.
6. Observes or supervises patients.
7. Makes therapeutic use of staff-patient or patient- 
patient groups.
Ill: Effectively deals or communicates with relatives. Total
1. Gives relatives correct explanation of, or information 
relating to patient’s illness, treatment or nursing care.
2. Comforts relatives of dying patient.
3. Encourages or enables relatives to play an active part 
in care.
50
9
16
15
(34)
19
15
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Table 6.3 (coni’d)
IV: Effectively responds to patient’s pathological behaviour.
1. Responds to aggressive behaviour.
2. Establishes cause of pathological behaviour.
3. Focusses patient on reality.
4. Sets limits on patient's behaviour.
5. Responds to patient's anxiety, over-activity or over- 
stimulation.
6. Negatively reinforces pathological behaviour.
7. Anticipates and minimises, or prevents pathological 
behaviour.
(73)
1
6
10
5
25
23
3
V : Functions as part of a therapeutic team.
1. Complies with treatment programme or approach agreed 
by team.
2. Keeps self and others aware of clinical data relating 
to the patient. Obtains or encourages, when necessary, 
non-nursing care for the patient, for example from doctor 
or chiropodist.
C : Provides, plans for, or monitors physical care Total (60)
I : Administers medications.
1. Administers medications carefully, accurately and as 
prescribed.
2. Ensures by observation or assistance that medications 
are taken.
3. Observes and monitors the side effects of medications.
II: Gives physical care.
1. Monitors physical health of patient.
2. Selects or initiates appropriate physical care.
3. Recognises personal limitations when delivering physical 
care.
4. Is aware of patient’s treatments, physical needs and 
care.
5. Plans physical care or treatment in advance of it being 
delivered.
6. Promotes sleep.
7. Protects patients from a potentially dangerous environment. 
Removes potentially harmful items from the environment.
(50)
2
35
1
4
0
0
8
Each category, represented as a percentage of the total number of 
incidents (n=651), is presented in Table 6.4.
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Table 6. 4 Areas and Categories as a Percentage of Total Incidents.
Title % Total Incidents
Area A : Staff initiated intervention (90.7)
Category I:Therapeutic use of self. 51.6
II: Therapeutic use of environment. 15.6
Ill: Deals with or communicates with relatives. 5. 2
IV: Responds to patient’s pathological behaviour. 11.2
V: Functions as part of therapeutic team. 7.1
Area C : Provides, plans for or monitors physical care (9.3)
I: Administers medication. 1.5
II: Gives physical care. 7.8
100.0
T h e r a p e u t ic  u s e  o f  s e l f . In this category, more than one-third of the 
incidents involved the sub-categories e n c o u r a g in g  th e  p a t i e n t  t o  t a l k  
<19.3%) and p r o v i d i n g  h im  w ith  r e a s s u r a n c e  (16.7%), with another 11.3% 
of the incidents involving the nurse m a k in g  h e r s e l f  a v a i l a b l e  t o  th e  
p a t i e n t .  S o c ia l  s t i m u l a t i o n  involved encouraging patients to 
participate in social activities, or accompanying them on social trips 
or visits home (12.2%). E x p la n a t io n  of treatment (9.2%) and 
e n co u ra g em en t  to accept treatment (5.4%) involved drug therapy and BCT 
only. M a x im is in g  th e  p a t i e n t ' s  s e l f - e s t e e m  (6.3%) and p la n n in g  o n e - t o -  
one r e l a t i o n s h i p s  (5.9%) were reported infrequently, given the nature 
of the patient population. People suffering from most forms of 
affective disorder are more likely to project negative views of 
themselves than any other sub-population in psychiatry (Sackheim and 
Vegner, 1986; Rush e t  a l ,  1986), suggesting that the ’maximisation of 
self-esteem’ would represent a prime nursing objective. Patients
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suffering from more severe forms of affective disorder also display 
communication difficulties which suggests that one-to-one relationships 
might play a central role in enabling communication about thoughts and 
feelings. Similarly only five incidents each were classified under 
m a x im is in g  t r u s t  and i d e n t i f y i n g  s o c i a l ,  i n t e l l e c t u a l  an d  s p i r i t u a l  
n e e d s. Although demonstration of sensitivity and empathy was 
represented infrequently (4.5%), this may be a function of the self- 
report format. Respondents may have been reticent about acknowledging 
their expression of sensitivity.
T h e r a p e u t ic  u s e  o f  t h e  e n v ir o n m e n t.  Almost one-half of the incidents in 
this category involved the p r o m o tio n  o f  in d e p e n d e n c e  (49%): e n c o u r a g in g  
p a t i e n t s  t o  c a r e  f o r  th e m s e lv e s, or p r o v i d i n g  m in im al a s s i s t a n c e  t o  
u n m o tiv a te d  o r  w ith d ra w n  p a t i e n t s .  15.6% of the incidents dealt with 
individualising care: p r o v i d i n g  i n d i v i d u a l  p a t i e n t s  w ith  r e c r e a t i o n a l  
m a t e r i a l s , arranging the u se  o f  t e l e p h o n e s  o r  s id e - r o o m s  an d  s p e c i a l  
e q u ip m e n t  (such as large print books). G rou pw ork  incidents dealt with 
conversational groups for patients, or s t a f f - p a t i e n t  m e e t in g s  where 
ward business was discussed (14.7%). In this category only 7.8% of the 
incidents dealt with the p r o m o tio n  o f  I n d i v i d u a l  c o n t a c t  and  
u n d e r s ta n d in g  b e tw een  p a t i e n t s ;  and 8.8% with maximising privacy.
D e a ls  w i th  o r  c o m m u n ic a te s  w i th  r e l a t i v e s .  More than half of the 
incidents in this category dealt with nurses p r o v i d i n g  in fo r m a t io n  to 
relatives a b o u t th e  c o n d i t i o n  o r  t r e a tm e n t  o f  th e  p a t i e n t  (56%). The 
remainder involved e n c o u r a g in g  th e  r e l a t i v e  t o  ta k e  som e p a r t  in  th e
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p a t i e n t ' s  t r e a tm e n t  program m e: such as supporting the patient when on
pass or reinforcing self-medication. No incidents were classified under
/eCormack’s sub-cat/gory ’comforts relative', since this specifically 
identified the relative of a dying patient. Where interactions with 
distressed relatives were involved, these were classified under ’giving 
information’ since they involved reassuring the relative by giving 
information about treatment, side-effects and future plans.
R e s p o n d s  t o  p a t i e n t ' s  p a t h o l o g i c a l  b e h a v io u r . M ost i n c i d e n t s  in  t h i s  
c a t e g o r y  i n v o lv e d  r e s p o n d in g  t o  e x p r e s s i o n s  o f  a n x i e t y  (34%) an d  
o v e r a c t i v i t y ,  o r  n e g a t i v e l y  r e i n f o r c i n g  p a t h o lo g i c a l  b e h a v io u r  (32% ).
In the former, nurses appeared to respond spontaneously to such 
problems: spending time with the patient, distracting her, or arranging 
other diversional activities. In the latter, the intervention appeared 
more formal: teaching relaxation, or promoting concentration through 
the allocation of simple tasks. Where the nurse oriented the patient to 
reality (13.7%) this always involved helping her to identify personal 
assets and attributes as distinct from failings and problems. Again, 
given the role which negative self-evaluations could be expected to 
play in most depressive illnesses, the frequency of anticipatory or 
preventitive action (4%) seems low.
F u n c tio n s  a s  p a r t  o f  a  t h e r a p e u t i c  team . Only a small proportion of the 
Incidents classified under this category involved an emphasis upon 
c o m p lia n c e  w ith  a s e t  ' te a m  a p p r o a c h '  (13%).Most of the incidents 
involved inviting medical staff to examine patients, or requesting 
specialist opinion (87%). Of the incidents so classified, none referred
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specifically to the nurse keeping himself, or,others, 'aware of 
clinical data relating to the patient’.
Administers medication. Only ten incidents overall were classified 
under this category. Five referred to the administration of a depot 
injection and five to taking a blood sample for drug analysis.
Physical care. The selection and initiation of appropriate physical 
care accounted for 70% of the total: washing and dressing very retarded 
patients; tube-feeding or giving "build-up” drinks to anorectic 
patients. The absence of any reference to the promotion of sleep is 
notable, given the prevalence of insomnia in descriptions of the 
characteristics of affective disorder in general (Ingram, Timbury and 
Mowbray, 1976; Kendell, 1983). In view of the likelihood of suicidal 
behaviour, the low frequency of reports concerning the protection of 
the patient from danger (16%) is also notable.
Discussion
In sub-study four, 61 registered psychiatric nurses, selected at random 
from Scottish psychiatric hospitals and units, described their 
perceptions of their interactions with patients diagnosed as suffering 
from affective disorder in general. The sample were asked to describe 
only interactions which they considered to be examples of effective 
psychiatric nursing care. A total of 651 incidents were classified 
under two areas, seven categories and 45 sub-categories, previously 
reported by Cormack (1983). Analysis of these incidents suggests that 
the sample saw their role primarily in terms of ’psychotherapeutic
-  112-
intervention’. One third of all incidents were represented by actions 
involving the nurse making himself available to the patient; 
encouraging her to express thoughts and feelings; demonstrating warmth, 
sympathy and understanding; reassuring as necessary; in the context of 
a close relationship; in an effort to enhance the patient’s self­
esteem. Less than ten per cent of the incidents dealt with physical 
aspects of care, including medical treatment. In the remaining 
incidents (57%) the nurses responded to the everyday problems of the 
patient and her family and facilitated treatment using an informal 
’psychosocial’ model. From the data it would appear that as far as the 
care of the patient with affective disorder is concerned, the nurse 
sees his role primarily in social or psychosocial terms.
Sub-study four suggests that the sample reflects many of the ideas 
about the nurse’s role projected by the General nursing Council for 
Scotland (1978) in their Schemes for Training, which guided syllabi of 
training implemented since 1982. The nurses appeared to function in a 
highly supportive capacity, as the General Hursing Council for Scotland 
suggested, expressing this through friendly interest and concern. As 
noted earlier, one third of the incidents were represented by 
'confiding relationships’. The sample’s most popular ’therapeutic 
methods’ involved listening to and reassuring distressed patients; 
suggesting social, occupational or self-care activities; and using 
persuasion, where patients were reluctant to comply with treatment 
(medical or otherwise). These interpersonal techniques were noted 
specifically in the Schemes for Training document described earlier.The 
interactions appeared to be based upon relatively ’informal’ assessment
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of the patient. Almost all the interactions described spontaneous, or 
reactive care, determined by the patient's immediate presentation. It 
is not possible to judge whether specific incidents were part of a 
formal care plan. It is clear, however, that reference to planning of 
care was negligible. However, this may be a function of the kind of 
information requested. It would appear also that most nurses exercised 
their role in relative isolation from colleagues, whether fellow nurses 
or other professionals. Although this may also be a function of the 
data collection technique, reference to asking for assistance from 
colleagues and collaboration with psychologists and occupational 
therapists, was minimal. Reports of involvement in formal therapeutic 
activities, such as group or individual psychotherapy, also were 
infrequent.
Some reservations can be expressed about these findings. First, it 
would appear that most of the incidents reflect nurses’ interaction 
with patients, which should not be confused with nurse-patient 
relationships. Interaction implies a reciprocal ’acting' of one upon 
another. In a relationship, however, the mutual exchange is assumed to 
be deeper, more meaningful, perhaps more honest. In many of the 
incidents the nurse instructed the patient directly, or responded 
spontaneously to her presentation. In both cases, an interaction took 
place. It is not clear, however, whether this involved the mutual 
exchange of feelings and meaningful or honest discussion, which one 
would expect within a close, confiding relationship. Relationships may 
have taken place. However, it is not clear exactly what was their 
nature or function. An illustration of the author's uncertainty about
-  114-
the nature and function of these interactions is provided in the
following reported incident, which has been abbreviated slightly:
The patient was sitting by her bedside crying with her head buried 
in her hands. I approached her and drew the curtains around the 
bed and asked her why she was crying. She said that she thought 
would be hospitalised for life. I put my arm round her and 
promised her that she would get well and would go home.
The subject commented that any grade of staff could give this kind of 
reassurance, providing that they are aware ’’with certainty (sic)” that 
the patient will go home. The nurse’s response appeared to meet the 
patient’s immediate need for reassurance: the conclusion of this 
incident noted that ’’the patient smiled and appeared happier as a 
result” . Although the incident appears to describe the nurse 
supporting a patient experiencing acute emotional distress, one might 
ask what kind of relationship is the patient beginning to establish 
with the nurse.
Much of the care which was reported is unidirectional. The nurses gave 
advice, instructions, suggestions and used persuasion and reassurance, 
all of which was received by the patient. There was little explicit 
indication of any collaboration between nurse and patient, except where 
physical problems, such as dressing or feeding difficulties, were 
identified.
Sub-study four aimed to describe nurses’ perception of effective 
nursing care. It is not possible, or indeed appropriate, to challenge 
any of the examples provided in the incidents. However, it should be 
noted that some of the descriptions of 'effective' outcome, represented
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no more than the nurse’s subjective opinion, where it was reported that 
the patient ’’appeared” or ’’seemed” to be ’’better/happier/more 
cheerful” . More importantly, it is not clear whether immediate 
'positive consequences’ might not have signalled the beginning of 
longer-term problems. For instance, in the example quoted on the 
previous page, although the subject described the patient as appearing 
to benefit from the reassurance given, if such a ’need for reassurance’ 
was met repeatedly, the nurse’s action might be described as fostering 
dependency.
Sub-study four is limited by three methodological issues. First, the 
critical incident format focussed exclusively upon self-report. As a 
result, the data produced reflect only self-perception, rather than 
observations of the nurse at work. The assumption that each nurse in 
the sample had the capacity to be objective about his own work requires 
careful consideration. The study used Cormack’s (1983) classification 
system, which had been subject to critical examination in a much larger 
study. Rather than develop a new classification system, which might 
have been more specific to the care context of affective disorder, the 
validity of Cormack’s areas, categories and sub-categories within the 
setting of care of the patient with affective disorder, was assumed.
The classification system used described nursing interventions and 
activities relevant to the care of patients in general. This system 
noted specifically the nurse’s reponses to aggressive behaviour, 
anxiety, over-activity, and over-stimulation, but did not describe 
specific responses to patterns of behaviour more characteristic of 
affective disorder. It could be argued that since the focus of the sub­
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study was upon a specific population, rather than psychiatric patients 
in general, a specific classification system should have been adopted. 
Third, it was intended that the subjects would represent a random 
sample of registered mental nurses working in Scotland. However, more 
than one third of the Directors of Hursing Services invited to 
participate in drawing the sample, failed to respond. Although the 
instructions regarding the procedure for recruiting the sample subjects 
were explicit, there is no guarantee that the Directors of Hursing 
Services did not select nurses whom they thought would reflect 
positively upon their hospital. Given also that the sample comprised 
less than two thirds of the nurses invited to participate, it could be 
argued that a proportion of the sample were nurses interested in 
research and the care of the patient with affective disorder, or were 
otherwise ’motivated’ to participate in the sub-study. In view of these 
reservations, it should not be assumed, therefore, that the description 
provided by the sample, is representative of the general orientation to 
care of this population, of psychiatric nurses in Scotland. Despite 
these reservations, however, it is clear that the actions and 
interactions described by the sample do not differ greatly from the 
role recommended by the General Hursing Council for Scotland (1978) in 
their Schemes for Training document.
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CHAPTER 7
DlSCUSSIOf OF PART ORB
In Part One the historical development of the psychiatric nurse was 
reviewed in an attempt to locate psychiatric nursing in relation to 
both psychiatrists and nurses working in other fields of health care. 
This review noted how psychiatric nurses have been influenced by the 
example of medical colleagues. The history of psychiatric nursing is, 
therefore, very much a reflection of the history of psychiatry. It has 
been noted by Cormack (1976), among others, that this dependence upon 
medical authority leads nurses to define their role in the ideological 
image of the psychiatrists with whom they work. Consequently, the range 
of conceptual models which nurses have manipulated in an effort to 
clarify their approach to patient care, often reflected the 
philosophical orientation of the psychiatrists who were the authority 
figures in the clinical setting.
The review of the psychiatric nursing literature in Chapter 3 
illustrated the range of attitudes and orientations towards care, 
represented in the published literature. This heterogeneity is evident 
even where a specific population, such as patients with affective 
disorder, is considered. Here, as in psychiatric nursing in general, 
the recent trend has been towards the development of a more structured 
interaction with the patient, using the problem-solving format of the 
process of nursing. This approach can be used as the medium for the 
application of any theoretical paradigm of affective disorder, from the
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narrow reductionism of some biophysical models, to the eclecticism of 
psychosocial models such as cognitive therapy.
The review of the Scottish psychiatric nurse training programme, 
presented in Sub-study 1 (The RMF Curriculum) in Chapter 5, is by now 
somewhat dated, since the outline syllabus was prepared in 1978. 
Although the author tried to represent all the comments made in the 
General Fursing Council for Scotland’s (1978) Schemes for Training 
document regarding affective disorders, the resultant review may well 
reflect no more than the author’s interpretation of selected statements 
related to the training of the mental nurse. The critical examination 
of the ideological orientation of the written examination for the 
mental part of the register, presented in Sub-study 2 (The Written 
Examination) may, however, provide a clearer indication of the 
governing body's view, past and present, of the skills and attitudes 
necessary to care for the depressed patient. The questions studied 
represented all those questions dealing with affective disorder which 
appeared in the final examination papers over a ten year period. The 
classification of these questions could be criticised on the grounds 
that the format used was developed by a small convenience sample and 
that the panel of judges represented a further convenience sample, all 
of them known to the author. The high degreee of agreement between each 
of the 17 judges may reflect a weakness in the classification format, 
or may suggest an ideological orientation common to the panel itself.
The two sub-studies, reported subsequently, provided a highly specific 
and a general overview of nurses’ perceptions of their work with
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depressed patients. In Sub-study 3 (The Role Of The Trained Nurse In 
The Experimental Ward)* a small nursing team described their 
orientation towards women suffering from manic depressive psychosis, 
within the context of a specialised unit. The design of this sub-study 
initially allowed the nursing team considerable freedom to describe 
their care of patients on the ward. However, in the subsequent stages 
the author alone was responsible for isolating ’significant* comments 
and for the development of the two scales which were used to quantify 
the frequency of different interactions and clinical problems. Although 
material which formed the basis for the questionnaires and scales used 
in this sub-study was drawn entirely from statements made by the nurse 
subjects, the potential for experimenter bias, in the form of the 
author’s selection and rejection of different comments, should not be 
overlooked. In Sub-study 4 (Survey Of Scottish RKN Sample), Scottish 
nurses described their care of patients suffering from affective 
disorder in general, across a range of clinical settings. Consideration 
of all the data presented, from the literature review to the sub­
studies, suggests that a general set of principles is used in the 
nursing management of all patients suffering from affective disorder. 
The therapeutic 'use of self’ prescribed in the literature was 
emphasised strongly in both sub-studies (3 and 4) reported in Chapter 
6. These nurse subjects stressed their interest in promoting more 
adaptive behaviour, including problem solving, as well as in 
encouraging the patient to express thoughts and feelings. Less than ten 
per cent of the survey sample data in Sub-study 4, related to physical 
care, with the ward sample, in Sub-study 3, failing to specify directly 
any interactions in this area. Both groups acknowledged these as 'need’
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areas, but emphasised other aspects of their interpersonal 
relationships with patients suffering from affective disorder. This may 
suggest an informal scaling of different interactions, in terms of 
perceived importance. Where physical care was cited in Sub-study 4, the 
Survey Of Scottish RMI Sample, the subject commonly suggested that ’any 
nurse' could fulfill this need, whereas relationship building and 
symptom relief commonly were related to the work of senior, or 
experienced, staff members.
The published literature, including the training syllabus, paid only 
minimal attention to the use of specific therapeutic methods in the 
care of patients with affective disorder. The Schemes for Training 
document (General Nursing Council for Scotland, 1978) emphasised the 
nurse's supportive role in any formal 'therapy', whereas the 
examination questions appeared, in the view of panel of judges, to 
invite a 'medical-expressive' nursing role. Although the clinical 
nurses studied in Sub-studies 3 and 4, emphasised 'therapeutic' 
relationships with patients, these were generalised and did not 
emphasise any specific theoretical model. Of most significance, 
perhaps, was the finding in Sub-study 3 (The Role Of Trained Nurses In 
The Experimental Ward), that ’routine nursing care’ of the patient with 
manic depressive psychosis, showed no marked differences from the care 
of patients with affective disorder in general, reported in the survey 
sample in Sub-study 4. Alhough patients with manic depressive psychosis 
may present with more severe 'problems’, the nurses' response to these 
phenomena involved interactions similar to those recommended for all 
patients with affective disorder: support, reassurance, encouragement
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and some advice, against the background of an assumed 'personal 
relationship’ between nurse and patient.
Despite this person-centred approach, individualised care for specific
patients, or in response to specific clinical problems, was not
emphasised. Although some of the training programmes developed from the
General ffursing Council for Scotland's 'outline syllabus’ emphasise the
process of nursing and conceptual models of nursing, the nurses in the
clinical sub-studies (3 and 4) did not describe the selection of either
patient-specific, or problem-specific, care interventions. Indeed, the
data suggest that all patients receive broadly similar patterns of
care, irrespective of the nature or severity of presenting 'symptoms’.
If one takes the view that illness is the patient’s experience
(Pilowsky, 1975), then no two people experience the same illness in the
same way and, therefore, no two 'care plans’ should be similar. In
keeping with this person-centred approach, ViIson-Barnett has commented
that nurses need appreciate the patient’s understanding of illness and
her beliefs and preferences for treatment and care:
...mutual goal-setting...is at the very heart of individualised 
care, bridging the gap between medical science and the patient’s 
value system (Vilson-Barmett, 1985, p.36).
Although it would be wrong to conclude that the nurses in the two 
clinical sub-studies did not use a person-centred approach to care, 
evidence of ’mutual goal-setting’ was absent and, as noted, all 
patients were treated in broadly similar ways. Jot all nursing 
theorists, however, support ViIson-Barnett’s view of the ’uniqueness’ 
of the patient and the need for individualised care, Peplau has
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recalled recently Sullivan’s dictum that ”we are all more alike than 
not” (cited by Peplau, 1987: p. 208). As psychiatric nursing begins to 
establish the foundations for a ’science of care', the relations which 
exist between nurses and patients might well be represented by 
universal, regular, common elements, which fulfill the definition of 
such.phenomena as 'effective', or 'appropriate' nursing care. Peplau 
has suggested that in order to present appropriate care nurses must 
first generate inferences about the patient’s behaviour, applying:
...theory as professionally oriented intellectual operations, in
order privately to intepret the data (observed behaviour)” (Peplau,
1987: p.202-3)
If one infers that there are differences between severe affective 
disorders which 'psychotic' patients appear to accept, and milder 
affective disorders from which 'neurotic' patients seek to escape 
(Arieti, 1980), then different forms of nursing intervention may be 
appropriate.
It should not be forgotten that, in the field of psychiatry, nurses are 
faced by many dilemmas regarding treatment, not least of these being an 
implicit requirement to accept, the treatment model of the medical 
practitioner (Cormack, 1976). In the critical incident survey (Sub­
study 4),the patient’s anxiety over drug therapy or ECT was described. 
In every case, the nurse attempted to alleviate these anxieties by 
reassurance and the instillation of hope in the success of the 
treatment. Ho nurse reported assisting the patient to express formally 
a request to discontinue, or to decline the offer of, such treatment.
In the experimental ward sub-study (3) the most 'liberal' interaction 
in this regard involved discussing the "pro's and con’s of drug
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therapy” . ViIson-Barnett (1984) suggests that if nursing is to become 
complementary, rather than subordinate to medicine, nurses may need to:
...communicate the patient’s wishes to discontinue treatment, or 
their views which do not concord with the doctor’s judgement 
(p.36).
Clearly, the nurse’s role as the patient’s advocate is, as yet, at an 
early stage of development. However, such dilemmas are highly pertinent 
to the care of depressed patients. In this regard Peplau (1986) has 
observed that:
...the biomedicalization of psychiatry will force nurses to choose 
between continuing to develop their own forms of therapeutic work 
or using their work merely to monitor the results of psychiatric 
treatment (p.328).
The data drawn from the the literature review and the training syllabus 
appears congruent with the practices described by nurses in the two 
clinical sub-studies. In the absence of any sizeable nursing research 
literature, describing the appropriateness or effectiveness of specific 
care practices, with specific patient ’types’, it would appear that 
nurses are most comfortable ’straddling’ the psychosocial world which 
psychiatric nurses and their patients have always inhabited, and the 
biomedical world of psychiatric treatment described by. Peplau.
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PART TWO
CHAPTER 8
LOCUS OF COMTRQL IW HAMIC DEPRESSIVE PSYCHOSIS :
IWTRODUCTIOr TO AMD OVERVIEW OF PART TWO
In Part Two of the thesis, patients suffering from manic depressive 
psychosis will be described from a specific psychological perspective.
As noted in Chapter 1, several studies have reported the interactive 
effect of environmental events and affective disorder of various kinds. 
Although the position is unclear, there are indications that the 
distinction between ’reactive’ or neurotic depression, and ’ non- 
reactive’ or endogenous depression, may be misleading. It has been 
suggested that even sub-groups of affective disorder (such as manic 
depressive psychosis) which once were viewed by Kraepelin as 
originating wholly from biological origins, may be a function, at least 
in part, of the influence of external events and of their psychological 
interpretation by the patient.
Due largely to the strong biomedical research tradition into the 
aetiology and treatment of manic depressive psychosis, relatively 
little psychological data have been generated from this sub-group ofthe 
affective disorder population. In the second part of the thesis the 
following research question is posed:
How does the patient suffering froM wanic depressive psychosis perceive 
herself in relation to her condition, or illness?
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In Chapter 9, three models of depression are reviewed, each emphasising 
the role of cognition as a mediational process between external (life) 
events and the resultant symptoms of depression. This review concludes 
with a specific consideration of the key constructs, attribution and 
locus of control.
In Chapter 10, sub-study five examines the beliefs expressed by manic 
depressive patients, using two standardised locus of control scales. 
This study attempts to clarify the ’psychological’ picture of manic 
depressive patients, by comparing these subjects with normative 
samples, also making a comparison between subjects with a history of 
depression-only, and subjects with experience of depression and mania.
In Chapter 11, sub-study six is reported. This was used to develop a 
brief locus of control scale, which aimed to measure the depressed 
patient’s view of herself, as a chronic sufferer from depressive 
illness. The final chapter in this section reviews the sub-studies of 
this specific depressive population, against the background of 
contemporary research and psychological model-making of depression in 
general.
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CHAPTER 9
COGMITIVE MODELS OF AFFECTIVE DISORDER
The complexity of the definition of affective disorder was noted in
Chapter 1. Despite support for some form of genetic transmission,
promising enquiries into cerebral amine metabolism, and various
endocrine function and electrolyte metabolism hypotheses, the
theoretical jigsaw of the causation of specific affective disorders,
such as manic depressive psychosis, is still incomplete. Identical twin
studies show that some patients suffering from manic depressive
psychosis may be unipolar, whilst others are bipolar. Furthermore, the
one hundred per cent concordance between monozygous twins, which might
be expected from a genetically transmitted disorder, has not been
demonstrated (Bertelsen et al., 1977). Kendell has commented that
environmental influences of one kind or another must play a part in the
aetiology of affective psychosis (sic):
... if they did not the concordance between monozygous twins would 
be close to 100% and the illness would develop at a similar age, 
and pursue a similar course in both (Kendell, 1983b, p. 307).
The role of environmental factors has been implicated in the genesis of 
affective disorder at least since Freud's publication of Mourning and 
Melancholia in 1917 (Freud,1957). Most authorities agree, however, that 
if singular traumatic events (like early parental loss) have any 
effect, it is likely to be weak and not restricted to affective 
disorder. The effect of other 'loss states’, such as childbirth, where 
the foetus breaks its special link with the mother, and hysterectomy,
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where the capacity to bear children is lost, have also been studied but 
relate only to certain kinds of affective disorder, in some women. 
Within psychological theory, there exist a number of conceptual models, 
each purporting to explain the ’etiology' of affective disorder, 
serving the basis for various schools of psychotherapy. Although all 
deal with one form of experience or another, over the past thirty years 
increasing attention has been paid to the process of perception and 
judgement as correlates of depressed affect (Beck and Hurvich, 1959). 
More recently, studies have focussed upon the patient's perception of 
events which might represent significant 'stressors’ or potential 
threats to psychological homeostasis. A psychotherapeutic model has 
emerged from this emphasis which, given its focus upon the relationship 
between thinking and mood, can be called 'cognitive*.
Three Cognitive Models of Affective Disorder 
Beck was one of the first writers to challenge the view that affective 
disorder involved only emotional elements. In particlar, he rejected 
the notion that any impairment of thinking resulted from affective 
disturbance (Beck, 1963). Since no formal evidence of abnormalities in 
cognitive processes could be detected through psychological testing, 
thinking style was assumed to have no bearing upon the genesis of 
affective disorder (cf.Schafer, 1948). Several ’cognitive’ models have 
been described in the past decade, each postulating a relationship 
between specific cognitions and depressed affect. The theories 
summarised below represent theoretical formulations from a 
sociological, psychological and psychiatric viewpoint. Each suggests 
that emotional reactions are mediated, at least in part, by thought -
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a view which has much in keeping with the much older tenets of Stoic 
philosophy. Despite this common theme, however, each model expresses 
differences which influence their practical application in a 
psychotherapeutic context.
The_social model
Affective disorder has long been associated with the concept of loss 
(cf Freud, 1957 & Bowlby, 1971;1973). A relationship between certain 
losses (such as death of a parent, divorce or child leaving home) and 
the onset of affective disorder, has been observed by a number of 
researchers. Brown and Harris' sociological study of women in a London 
borough, whom they described as suffering from various kinds of 
'depression', extended this concept by identifying the role of social 
status as a determinant of the patient’s reaction to such critical life 
events (Brown & Harris, 1978). By rating the contextual threat of 
events and the degree of long-term difficulty, they showed that chronic 
life problems, such as bad housing and problems with in-laws, 
represented a special kind of life event which was more common in 
’depress!ves’ than controls. They also identified four vulnerability 
factors which, although not a direct precipitant of affective disorder, 
heightened the risk where critical life events were in evidence. These 
were: the early loss of mother; involvement in the care of young 
children; absence of a confiding relationship; and lack of a full or 
part-time job. A later replication of the London study in Canada 
confirmed the relationship between threatening life events and 
depression (sic), in the absence of a confiding relationship, but
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failed to support the role of social class, employment and parental 
status (Costello, 1982).
In Brown and Harris’s view those findings provided the basis for a 
cognitive model of depression (sic) which they acknowledged was no nore 
than ’’speculative" (Brown and Harris, 1978 p.233). They suggested that 
the patient’s appraisal of her world was of primary importance. Women 
become demoralised when they are unable to fulfill patterns of 
behaviour which are linked to particular role identities. In the 
presence of severe or longstanding life problems, the fulfillment of 
’plans of action', related to her role, is obstructed and the woman is 
deprived of sources of reward or value. Although their hypothesis 
reflects the symbolic loss most commonly associated with Bowlby's ideas 
(Bowlby, 1971 & 1973), parallels exist also with the reinforcement-loss 
hypothesis of some behavioural formulations of affective disorder (c/. 
Lewinsohn,1974).
Brown and Harris (1978) also speculated about the role of the woman’s 
perception of her control over her circumstances, quoting Melges and 
Bowlby (1969):
...loss may be of faith in one's ability to attain an important and
valued goal (emphasis added).
When the woman cannot conceive of ever restoring her source of value, 
she experiences a feeling of hopelessness, especially where memories of 
some previously unresolved event are reactivated. The vulnerability 
factors have the effect of lowering self-esteem and generating 
pessimism over her ability to control her world and to restore her
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source of value. Brown and Harris speculated that low self-esteem would 
generalise this sense of hopelessness, which would lead to denial in an 
attempt to suppress the painful emotions, their inevitable release 
taking the form of depression (sic). Although Bebbington (1985) has 
noted the apparent conflict between the appraisal and denial of 
hopelessness in Brown and Harris’ model, empirical evidence for such 
co-existence has been offered (Horowitz et al,, 1980).
The psychological model
The concept of hopelessness noted in the discussion above, was 
addressed also by Seligman’s ’learned helplessness’ model.
Extrapolating from experiments involving the administration of 
inescapable shocks to dogs (Seligman & Maier, 1967), the hypothesis was 
proposed that the depressed (sic) person fails to learn adaptive ways 
of dealing with painful events, learning helplessness instead. Repeated 
failure to control her environment results in construing herself as 
’helpless’, unable to alter this unsatisfying state of affairs. Since 
she believes that her behaviour lacks meaning, she becomes passive, 
expressing feelings of misery and hopelessness. Seligman first saw this 
model as highly specific, addressing only the person who was:
...slow to intiate responses, believing himself to be powerless and
hopeless, and (who) sees his (sic) future as bleak (Seligman, 1975*
p.81).
The model dealt with specific, rather than generalised pessimism : 
’’specific to the effects of one’s own actions” (Seligman,1975: p. 86). 
Three deficits were also emphasised: failure to control events 
resulting in a motivational deficit; erroneous expectations of 
repeated failure in the future representing a cognitive deficit; and
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the emotional deficit experienced in depressed affect. Responding to 
criticisms of the model’s animal roots by Blaney (1977) and Depue 8t 
Monroe (1978), reformulations have been presented by Abramson et al.
(1978) and Miller and Norman (1979).
The reformulated model of Abramson, Seligman and Teasdale (1978) places 
greater emphasis upon attribution. In their view, if someone fails to 
control a specific outcome they tend to ask why this is so. The answer 
determines how widespread and longlasting will be its effect on the 
person's self-esteem. By introducing the locus of causality, the 
reformulated model distinguishes between the person’s perception of the 
task as impossible and the perception of the person (self) as 
incompetent. If the person believes that nobody could have controlled 
the situation, a feeling of helplessness will ensue. If, however, the 
failure is attributed to a deficit within herself, she will feel 
incompetent% producing not only a lowering of mood but also of self 
esteem.
Acknowledging the deficits of the original model, Abramson and her 
colleagues describe several dimensions of attribution in an attempt to 
explain the pervasiveness and chronicity of depressed affect. 
Helplessness, they suggest, will be pervasive and chronic if the person 
attributes failure to stable factors, which are seen as unlikely to 
change across time; or to global factors which are seen to apply across 
a wide range of situations. The dimension of controllability is further 
postulated as an explanation of guilt: if the person thinks that she 
could, or should, have controlled the situation she is likely to feel
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guilty. Abramson et al. suggested that such feelings are a subset of 
low self-esteem.
These authors emphasise that their attributional model provides 
sufficient, but not necessary, conditions for depression (sic). The 
reformulated model responds to many of the criticisms of Seligman's 
original theory, offering an account of the persistence of depressed 
affect over time and of how this might generalise across situations by 
interpretations of experience. In this sense it has been described as 
elegant, precise and sufficently complex to account for people's 
response to their circumstances (Bebbington, 1985).
The psychiatric model
Beck's cognitive model stemmed from his disenchantment with traditional 
psychoanalysis, in particular with the idea that depression (sic) arose 
from a need to suffer (Beck, 1967). The model had a number of 
influences: individual psychology (Adler, 1927); personal construct 
theory (Kelly, 1955); and rational emotive therapy (Ellis, 1962). All 
of these emphasised the role of the patient's construction of reality. 
Beck extended these earlier concepts in a cognitive model which was 
based upon systematic clinical observation and experimental research 
(Beck and Greenberg, 1974; Beck et al., 1980).
In Beck's view, psychopathology is present when a person engages in 
distorted thinking which deviates from what most people would consider 
to be a realistic way of interpreting reality. This view is important 
in terms of its definition of affective disorder in medical and
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normative terms (cf. Sedgwick, 1978). Beck saw three specific classes 
of distorted thinking in depression (sic), which he called the 
'cognitive triad': a negative view of self; negative expectations of 
the environment (or world); and negative expectations of the future 
(Beck, 1970). The depressed person sees the world as making 
unacceptable demands, putting insurmountable obstacles in her way. She 
also saw herself as inadequate, diseased or defective; expecting that 
the future will bring only further difficulty, suffering and failure.
Specific 'schemas', or belief systems, were identified within the
model. It was hypothesised that these had their origins in childhood
experience. When a critical life event is encountered, these schemas -
which process the experience of the event - stimulate particular,
dysfunctional interpretations of the event:
A schema may be inactive for long periods of time but can be 
energized by specific environmental inputs (Beck et al, 1980, 
p.13).
Such "prepotent dysfunctional schemas'* can be triggered by a range of
inappropriate events and, in depression (sic), can lead to the loss of
control over thinking processes. In severe depression (sic), the
patient’s dysfunctional thinking becomes autonomous, operating
independently of external events. The role of loss is also noted:
...after experiencing loss (either as the result of an actual, 
obvious event or insidious deprivations) the depression-prone 
person begins to appraise his experiences in a negative way (Beck, 
1976: p.129).
The theory suggests that a number of discrete thinking errors, 
involving faulty information processing, maintain the cognitive triad
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and the supporting dysfunctional schemas. Beck has observed how the 
depressed individual isolates negative events from their natural 
context (employing the ’thinking error’ of selective abstraction); the 
negative view of the event is supported, despite evidence to the 
contrary (arbitrary inference); single negative events are used to 
prove a general rule (overgeneralisation); events may be scaled up or 
down in value or potency in order to demonstrate failure (magnification 
or minimisation); events are seen as highly personal despite the 
absence of evidence to support this (personalisation); and the 
perception of events involves the use of highly polarised values 
(dichotomous thinking).
Beck described such a style of thinking as ’’primitive” , rather than 
moderate, multidimensional and ’’rational” . Such thinking, he argued, 
involves attributions of self-blame, which carry a highly absolutist as 
well as moralistic tone. Depressed affect is maintained across time by 
the persistent use of negative thinking, stimulated by dysfuctional 
schemas which, in turn, stimulates further emotional distress.
A revien of the cognitive models
Four discrete attitudes were evident in these models: a lowering of 
self-esteem; helplessness or hopelessness; self-blame;and the concept 
of ’imposition' or 'burden*. The role of self-esteem was addressed by 
all three models. Brown and Harris suggested that this was linked to 
ideas of self-confidence and mastery, ideas which were echoed in Beck’s 
’’negative view of self” and Abramson’s locus of causality, where the 
person perceived herself as incompetent. The concept of hopelessness or
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helplessness existed in very broad terms in the models of both Beck and
Brown and Harris. Garber'reinforced the value of Abramson et al. 's view
that helplessness can function as a distinct theme, noting that:
... it is possible to be helpless without being hopeless, but it is 
not possible to be hopeless without simultaneously being helpless 
(Garber/, 1980).
Self-blame, prominent in Beck’s model, is not stressed by Brown and 
Harris and is translated by Abramson et al. into the concept of 
controllability, albeit without the the moral tone engenderered by the 
imperative nature of Beck’s ’’shoulds and musts” . Finally, both Beck and 
Brown and Harris emphasise the role of ’ imposition*: the person who 
sees herself as a failure is (therefore) a burden on others.
The common thread running through these three formulation of affective 
disorder is reinforced by Bowlby (1985), who noted that Seligman’s 
learned helplessness theory is highly compatible with his own concept 
of loss in the genesis of depressive disorder (sic)Cp.247] and also 
that Beck’s theory of depressive disorder (sic) ”is cast in the same 
mould” as his own view of the role of cognitive biases (p,249).
Bowlby’s studies have extended Freud’s original research on loss in 
Mourning and Melancbolla. He noted that the helplessness described by 
Seligman is very similar to the helplessness described by mourners. 
However, despite his acknowledgement that Beck's data are explicable by 
his own theory, he emphasised the limitations of Beck’s model, noting 
that no attempt was made to explain the actual function of childhood 
experience in the generation of negative schemas. Bowlby (1985), 
however, reserved most support for the social model proposed by Brown 
and Harris which he viewed as ”of great importance for an understanding
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of depressive disorders (sic)[ p. 256]. Bowlby*s psychosocial model, and 
by implication those other psychological models he endorsed, emphasised 
the role of the patient’s relationship to life events in the etiology 
of affective disorder.
It could be argued that the three theoretical models reviewed here 
relate specifically to ’psychological’ forms of affective disorder, 
where the ’depressive’ state is manifested as a reaction to 
environmental, or psychosocial, events. If one assumes that 
biological' forms of affective disorder, such as manic depressive 
psychosis, exist solely as a function of the influence of factors 
within the individual (endogenous), rather than as a function of 
external (exogenous) influence, then the relevance of cognitive 
theories is diminished considerably. Bowlby has, however, noted that 
acknowledgement of the importance of cognitive, information-processing, 
variables does not preclude the attribution of a significant role also, 
to neurophysiological processes (Bowlby, 1985: p. 261). He acknowledged 
that a relationship exists between abnormal levels of certain 
neuroendocrines, neurotransmitters and depression (sic), but questioned 
the assumption that such a causal relationship was always uni­
directional: from changes in neurophysiological processes to affective 
disturbance. The variation in the size and pattern of 
neurophysiological responses to psychological events could be accounted 
for, in part, by individual differences which may have a genetic base. 
Bowlby suggested, however, that subjection to severely stressful 
conditions, especially during childhood, might effect a permanent
-  137 -
change in the neuroendocrine system so that it becomes thereafter more 
or less sensitive (Bowlby, 1985:p.262).
Concepts of Attribution and Locus of Control 
The role of life events. The potential role of ’life events’ in the 
precipitation of affective disorder underpins the theoretical models 
described briefly above and has been the subject of much research 
activity. The methodological weakness of many life events studies has 
been criticised by Paykel (1983), in particular the retrospective 
nature of life-events interviews. When questioned, many patients try to 
recall events which may have played a part in the onset of their 
affective disorder, commonly described as the ’’search for meaning” 
(Kendell, 1983b). Finlay-Jones (1981) asserted that although it was not 
clear how important a cause of depression (sic) life events were, 
various studies show that some quality of life events, such as degree 
of loss involved, were one of the causes of depression (sic). Although 
the literature for mania is not as clear as for depressed affect, there 
are indications that manic episodes may also be a form of ’maladaptive 
response’ to life events. Ambelas (1979), for example, identified a 
significant life event occurring in one third of a sample of manic 
patients (n=69> admitted to hospital, in the month before admission. 
Studying the four-month period before admission, Kennedy et al. (1983) 
identified a similar life event in 85 per cent of a manic sample, 
representing twice that of a matched control group of orthopaedic 
patients. Furthermore, the manic patients rated 66 per cent of the 
events as ’’highly undesirable” compared with 30 per cent of the matched 
controls. Such findings do not challenge traditional biochemical
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assumptions about the genetic base of manic depressive psychosis (see 
Angst, 1966; Bertelson, 1977 and Perris, 1966) but suggest that the 
patient’s perception of environmental events may play a part in the 
genesis of both mania and depressed affect. The significance of a life- 
event does not rest exclusively upon the temporal relationship between 
environmental events and symptoms of depressed affect. As the cognitive 
theories illustrate, the process by which the patient perceives and 
evaluates such environmental events may also be significant in 
determining the impact of such events upon affect.
Attribution, The concept of attribution involves the explanation of 
events in terms of the causal effect of various factors. Valins and 
Hisbett (1972) defined it as the ’’process whereby the individual 
’explains’ his world” (p.137). As a general rule people implicate either 
factors within their control, such as their own behaviour, or factors 
outwith their control, such as the action of others, events such as the 
weather, their physiological state or the effect of drugs (Hewstone, 
1983; Schacter & Singer, 1962). Valins and Hisbett believed that people 
often seek the consensus of others to assist in such explanations, 
except where some aspect of their behaviour is deemed to be ’bad’ or 
’shameful’ (Sarnoff & Zimbardo 1961; Schacter 1959). Where such 
consensual validation is avoided, debilitating feelings of inadequacy, 
shame and abnormality may result.
The phenomenology of affective disorder has documented similar 
feelings, especially powerlessness and futility (Sackheim and Wegner, 
1986). In a study of suicide attempters, ’hopelessness’ was identified
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as the key variable (Beck, Kovacs and Veismann, 1975). The more 
depressed was the patient, the more prone she was to expressions of 
self-blame, self-deprecation and feelings of guilt: that is, to 
attribute the cause of the depression to some personal deficit. This 
view was supported by Rizley’s finding that depressed subjects 
attributed positive outcomes to external factors, and negative outcomes 
to internal sources (Rizley,1978), and Seligman et al. 's similar 
conclusion that:
...a certain attributional style combined with bad outcomes causes
depression (Seligman et al., 1979).
They did not rule out, however, the possibility that in affective 
disorder, people might attribute bad outcomes to internal, stable and 
global causes (Seligman et al., 1979). A further sex variable 
distinction was proposed by Frieze (1975), who suggested that women 
with depressed affect tend to attribute blame to themselves when things 
go wrong, whereas men tend to blame others. Brewin (1986) has 
suggested, however, that the relationship between cognitions and 
depression may be more complex and that noncausal cognitions, such as 
self-evaluative judgements, may play a key role in the reduction of 
self-esteem.
Although Beck’s original view was that a thought disorder may be common 
to all types of psychopathology (Beck, 1963), more recent research 
suggests that the thinking style of patients with depressed affect 
differs significantly from other patient groups. Sackheim and Wegner 
(1986) showed that schizophrenic patients displayed the same 'self- 
serving* bias as normal controls, when their attributions of control
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over positive and negative events were tested. Subjects with depressed 
affect showed the opposite response: blaming themselves for failures 
and re-attributing success to outside factors. Their study supported 
Beck’s formulation that a self-punitive bias characterises patients 
with depressed affect, in attributions of responsibility. Cook and 
Peterson (1986) distinguished between depressed and non-depressed 
female undergraduates on the endorsement of self-deprecating statements 
and the use of illogical justification for causal beliefs, supporting 
their hypothesis that depressives are irrational (sic), both in their 
beliefs and their justification. Lewinsohn et al. (1980) had earlier 
challenged such views of the ’irrational* nature of ’depressive’ 
thinking style by showing that, when asked to evaluate their social 
performance, patients with depressed affect showed greater concordance 
with observers than did normal controls. Sackheim (1983) has suggested 
that the goal of psychotherapy may not, therefore, be to encourage 
accurate self~appraisal, but may instead involve the promotion of use 
of the cognitive disotortions that characterise normal functioning.
Locus of control. Attempts to measure the extent to which a person 
perceives events as a consequence of his or her own behaviour, and 
therefore potentially under personal control, have been described as 
’locus of control’ (Lefcourt, 1977). Locus of control describes the 
perception of events as a function of the person's behaviour, or as a 
function of luck, fate, chance or some other factors beyond the persons 
control. To date, there has been only a limited focus upon the role of 
such a concept in affective disorder in general.
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One of the key measures in locus of control research is Rotter’s (1966) 
lateral-External Scale, which measures the extent to which people 
believe that they can control what happens to them (internal control) 
or believe that events are largely outwith their control (external).
The scale measures expectation of generalised reinforcement and Rotter 
cited a series of studies which provided strong support for the 
hypothesis that people with a strong belief in their capacity to 
control their own destiny are likely to be more aware of the way the 
environment shapes their behaviour and place more value on the 
developmnent of coping skills. As a result they were, in Rotter's view, 
more sensitive to attempts to influence them (Rotter, 1966),
Rotter’s scale was taken a stage further by Reid and Ware (1974) in 
their development of the Three Factor Internal-External Scale. This 
scale attempted to identify sub-categories within the global ’internal’ 
or ’external' locus of control measure. Three sub-divisions were 
identified: Fatal ismt where an attribution to luck or chance is made; 
Social System Control, where an attribution to socio-political factors 
is made; and Self-Control, where the attribution is made to personal 
action. Reid and Ware (1974) argued that highly developed self-control 
scores could exist alongside attributions of fatalism or political 
powerlessness and vice versa. This echoes Garber et al.’s suggestion 
that "hopelessness” and "helplessness" are different (Garber et al.t 
1980).
Several studies have examined the beliefs of patients with affective 
disorder, using such standardised locus of control measures.
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The suggestion that ’negative expectations' might play a key role in
the precipition of different kinds of maladjustment, such as anxiety or
depression, is not new (cf, Phares, 1972). Failure to attain certain
outcomes might produce feelings of loss, but only if the individual
defines such outcomes as essential or desirable. The process by which
individuals describe their capacity to control such outcomes, and
thereby attain necessary goals, is represented in the locus of control
hypothesis. However, such a loss need not result only in one form of
emotional distress. Indeed, the complexity of affective disorder is
echoed in Phares’ observation that depression (sic) may:
...represent a situation where the person realises that the 
achievement of valued goals is blocked and that the blockage may be 
relatively permanent. If the blockage is seen as temporary, anger 
or hostility is more likely. When the element of finality is 
present, the reaction is more likely to be depression (Phares, 1976 
p.125).
Miller and Seligman (1973) argued that depression (sic) results from 
learning that reinforcement is independent of voluntary responses. 
Depression, they continued:
...is a specific cognitive distortion of the perception of the 
ability of one’s own responses to change the environment, rather, 
than a general ’pessimism’ (Miller and Seligman, 1973 p.82).
In effect, the depressed person views as futile, any personal attempt
to change the circumstances of her life. Within this conceptual
framework, highly ’externalised* individuals should be more susceptible
to learned helplessness. Small, but significant, levels of support for
such a relationship between externality and affective disorder were
first offered by Abramowitz (1969) but were questioned by Lament who
argued that this correlation could be due to the pessimistic wording of
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external items and optimistic wording of internal items on the Rotter’s 
Internal-External scale (Lamont, 1972).
The ’learned helplessness* hypothesis, translated into locus of control 
terms, predicts that highly externalised individuals are unable to see 
themselves as capable of controlling outcomes and therefore become 
depressed. Such a hypothesis does not, however, preclude the 
possibility that affective disorder can originate from the opposite 
perspective, Phares (1972) has suggested that two kinds of people might 
suffer from affective disorder: those who possess a strong generalised 
expectancy that negative outcomes are their responsibility; and those 
who do not expect to attain valued goals or outcomes. This hypothesis 
supports Rotter’s original speculation that a curvilinear relationship 
might exist between pathology and locus of control: subjects occupying 
either extreme presenting with maladjustment. Evidence of this 
curvilinear relationship can be seen in the clinically depressed 
population where externalised patients feel helpless to control their 
plight and are sad; the internalised group also feel sad but this 
derives from guilt or anger which stems from a perceived failure to 
accept responsibility, or from sheer ’incompetence’. In this sense, one 
group may tell themselves that they are unable, incapable and therefore 
hopeless, whereas the others tell themselves they should have behaved 
differently and therefore have failed.
Frieze’s (1975) distinction between those individuals who blame 
themselves and those who blame others, a notable difference existing 
bvetween men and women, can also be restated in terms of the locus of
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control hypothesis. Molinari (1979) drew a distinction between 
congruent externals, who do not expect reinforcement to be contingent 
upon their own behaviour; and defensive externals who adopt 
externalised beliefs as a defence against feelings of personal failure. 
Women, therefore, may be conceptualised as congruent externals, who 
accept blame for failure too readily, whereas men (defensive externals) 
are quick to blame others.
The highly externalised individual can also be described as fatalistic, 
believing that nothing can be done to relieve or recover the situation. 
The externalised subject who experiences negative life events may feel 
powerless to control or otherwise cope with them. It has been suggested 
that some people have high expectations for ’malevolent outcomes’, and 
are more likely to be depressed than those with a lower malevolence 
expectancy (Gregory, 1981). In a similar vein, Lefcourt (1981) has 
reported that externals were:
...more likely to report distress associated with life events, and 
that unpleasant events had a more lingering impact on moods 
exhibited by externals (Lefcourt, 1981, p.269).
Despite these hypotheses, data from studies of clinical populations, as 
opposed to mildly depressed student samples, are uncertain and often 
inconclusive. In a study of a hospital sample which included 54% 
psychotic depressives (sic), Legget and Archer (1979) reported a 
significant relationship between externality and affective disorder, 
with the strongest correlations for male patients. These results 
require cautious consideration, however, in view of the range of 
diagnoses present in the sample (including alcoholism and schizophrenia
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as well as affective disorder), epecially amongst the male subjects. 
Moore and Paollilo (1984) found only a mild relationship between 
externality and affective disorder and Peterson et al. (1978) found no 
relationship at all. The apparent discrepancy between these findings 
can be accounted for, in part, by the differences in the samples.
Legget and Archer’s sample was of mixed sex and mixed diagnoses, with 
more than half the sample presenting with a psychotic form of affective 
disorder. Moore and Paolillo’s sample was non-psychotic and in the 
Peterson et al. study no less than 18 different diagnoses were reported 
in a sample of 39 patients.
More recently, it has been hypothesised that dysfunctional beliefs, in 
particular attributional biases, either result from long-term 
depressions (sic), or lead to greater time spent in depressive episodes 
(Eaves and Rush, 1984). These authors further concede that self-blame 
may be a relatively stable and enduring characteristic of those 
predisposed to affective disorder. Rush, Weissenburger and Eaves (1986) 
also suggested that dysfunctional attitudes, presenting during 
remission, may represent a potential vulnerability factor or a 
sensitive indicator of persistent depressive psychopathology. In a more 
specific examination of ’self-blame’, Brewin (1986) argued that self­
esteem deficits, occurring in depression (sic), may be associated with 
a perceived discrepancy between internal standards and actual 
performance, an hypothesis with a bearing on both locus of control and 
attributional theory. The clinical importance of Rush et al.* s and 
Brewin’s hypotheses is that they both reflect interest in the use of 
’unconditional shoulds and musts’, first described by Ellis (1962).
-  146-
Conclusion
In this chapter, three discrete 'cognitive’ model of affective disorder 
were reviewed briefly and two discrete cognitive processes (attribution 
and locus of control) were discussed in general and in relation to 
affective disorder, in particular. The coverage of cognitive 'models' 
and cognitive 'processes’ in this chapter was selective. The coverage 
here represents the author’s view of theoretical issues which are 
relevant to the consideration of the care and treatment of manic 
depressive psychosis, which forms the core of the main study in Part 
Three of the thesis. This review was not intended in any way to be 
comprehensive. This theoretical overview represents no more than the 
minimum introduction necessary for the consideration of the sub-studies 
which comprise the remaining chapters in Part Two of the thesis.
Although interest in the individual’s interpretation of experience, and 
the relationship of such 'thinking' to emotional problems, can be 
traced back as far as the Stoic philosophers, a renaisance of interest 
in the functional relationship between cognition and emotion in 
psychiatry has been evident over the past three decades. The three 
cognitive models reviewed describe-the relationship between 
environmental events and 'subsequent' affective disorder, by reference 
to specific information-processing constructs. The three models 
reviewed represent sociological (Brown and Harris, 1978), psychological 
(Abramson et a l 1978) and psychiatric (Beck et al., 1980) 
interpretations of the role of cognition in affective disorder.
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In the final section of this chapter consideration was given to the 
role of discrete cognitive processes, focussing upon attribution and 
locus of control. These represent specific 'interpretations* of 
environmental events: attribution representing the individual’s 
interpretation of the meaning of events which have occurred in the 
past, and their relationship to the individual and her own behaviour; 
locus of control representing the individual’s expectations regarding 
her capacity to influence future events.
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CHAPTER 10
LOCUS OF COMTROL II KAMIC-DEPRESSIVE PSYCHOSIS: SUB-STUDY 5
In Chapter 9, contemporary interest in psychosocial models of affective 
disorder was illustrated by reference to three ’cognitive* models.
These models, which emphasised the role of the mediational processes of 
cognition and attribution, were selected for review for two reasons. 
First, in view of assertions made about the interpersonal and 
psychosocial role of the psychiatric nurse, it is appropriate to focus 
attention on conceptual models which deal specifically with such 
processes. Second, the three models reviewed represent 'ideologies’ of 
affective disorder based upon empirical evidence, representing a 
clinical research basis for psychosocial model-making in affective 
disorder. Although the models reviewed have not been used as the basis 
for model-making in manic depressive psychosis per se, many of the 
hypotheses regarding the role of information-processing could form the 
basis of a hypothetical model of manic depressive psychosis and are 
amenable to experimental manipulation.
Sub-Study 5 : A Descriptive Study of Patients Diagnosed as Suffering 
From Manic Depressive Psychosis When In Remission.
Despite the extensive literature on more severe forms of affective 
disorder (see Arieti and Bemporad [19803 for review), the 
psychological functioning of patients diagnosed as suffering from manic 
depressive psychosis has received limited attention. This may be due
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partly to the conviction that such disorders arise from biophysical 
origins (cf. Angst, 1966; Perris, 1966; and Bertelson et al.t 1977). As 
discussed in Chapter One, the apparent existence of two ’forms’ of 
affective disorder - mild and severe, or ’neurotic’ and ’psychotic*- 
has led to the assumption that less severe forms of affective disorder 
represent a psychological problem, whereas severe affective disorder 
arises from an organic base, as yet unspecified. Some researchers have 
even asserted that ’ endogenomorphic’ affective disorder is due to 
impairment of selected brain mechanisms and that such patients are less 
likely to have characteriological predispositions towards 
’depression’ (cf.Klein, 1974). This view, which is the contemporary 
reflection of Kraepelin’s original hypothesis, suggests that severe 
forms of affective disorder, such as manic depressive psychosis, might 
occur solely as a function of biophysical variables, independent of any 
psychosocial influence. Support for the view that specific cognitive 
processes, such as attribution, are not of causal significance in more 
severe forms of affective disorders, has been reported recently. A 
study by Zimmerman, Coryell & Corenthal (1984) found no significant 
association between attribution style (tested by Seligman et al.’s 
Attribution Style Questionnaire [1979]) and ’endogneous depressive’ 
subtype (tested by the Dexamethasone test). The study, however, 
reported only upon patients in their first week of hospitalisation; 
many patients failed to complete the questionnaire and the sample size 
was small, leading the authors to conclude that the mean difference 
between groups was small compared to within group variation. It has 
been suggested further that patients with severe affective disorder 
only show a ’depressive attributional style* once their profound
-  150 -
depression begins to lift (Hamilton and Abramson, 1983). Such studies 
suggest that, where present, psychological factors might follow, rather 
than precipitate, or co-exist with, symptoms of affective disorder.
Aim of sub-study 5
The sub-study aimed to investigate a specific aspect of the 
psychological functioning of women diagnosed as suffering from manic 
depressive psychosis: namely, their responses to standardised locus of 
control scales. Despite the relative popularity of locus of control 
measures in the construction of conceptual models of psychological 
functioning (see Lefcourt, 1977; 1981, and Phares, 1972), few studies 
have reported on the use of such measures in severe affective disorder 
(Lefcourt, 1981). As noted in Chapter 1, women occupy a special 
position in the epidemiology of affective disorder in general. In view 
of the potential for differences between male and female subjects, only 
women were included in sub-study 5. In the review of the cognitive 
theories presented in Chapter 9, it was noted that some patients appear 
to display a ’depressive thinking style’ as a consequence of the acute 
’depressive’ episode (cf. Hamilton and Abramson, 1983). In view of the 
apparent potential for the recurrence of acute episodes of affective 
disorder, which exists in manic depressive psychosis, the sub-study 
focussed upon patients carrying this diagnosis, when they were 
affectively well': that is, when they were relatively symptom-free. It 
was hoped that by studying patients with manic depressive psychosis (in 
remission) possible similarities and/or differences, between these 
subjects and samples of the normal population, might be demonstrated. 
Apart from providing data on the functioning of manic depressive
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patients when relatively * symptom-free*, such data might also be used 
to clarify the possible role played by specific psychological processes 
in the stimulation of acute episodes of the disorder.
The hypotheses
Extrapolating from the general locus of control literature and the 
available studies which have examined the construct in relation to 
affective disorder, the sub-study proposed the following six 
hypotheses, which are presented here in a) null and b) research 
(directional) form:
la. Patients with a diagnosis of manic depressive psychosis, who have a 
history of mania and depression and who are not showing overt symptoms 
of the disorder, will not differ significantly from normal subjects on 
a generalised locus of control scale (Hull hypothesis).
lb. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of mania and depression and who are not showing overt symptoms 
of the disorder, will show lower scores (that is, will be more 
internalised) than normal subjects on a generalised locus of control 
scale (Research hypothesis).
2a. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of depression-only and who are not showing overt symptoms of 
the disorder, will not differ significantly from normal subjects on a 
generalised locus of control scale (Hull hypothesis).
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2b. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of depression-only and who are not showing overt symptoms of 
the disorder, will show higher scores (that is, will be more 
externalised) than normal subjects on a generalised locus of control 
scale (Research hypothesis).
3a. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of both mania and depression and who are not showing overt 
symptoms of the disorder, will not differ significantly from subjects 
with a diagnosis of manic depressive psychosis who have a history of 
depression-only, who are not showing overt symptoms of the disorder, on 
a generalised locus of control scale (Null hypothesis).
3b. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of both mania and depression and who are not showing overt 
symptoms of the disorder, will show lower scores (that is, will be more 
internalised) than subjects with a diagnosis of manic depressive 
psychosis, who have a history of depression-only, who are not showing 
overt symptoms of the disorder, on a generalised locus of control scale 
(Research hypothesis).
4a. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of mania and depression and who are not showing overt symptoms 
of the disorder, will not differ from normal subjects on a locus of 
control scale which defines discrete locus of control factors (Null 
hypothesis).
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4b. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of mania and depression and who are not showing overt symptoms 
of the disorder, will show lower scores (that is, will be more 
internalised) than normal subjects on a locus of control scale which 
defines discrete locus of control factors (Research hypothesis).
5a. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of depression-only and who are not showing overt symptoms of 
the disorder, will not differ significantly from normal subjects on a 
locus of control scale which defines discrete locus of control factors 
(Hull hypothesis).
5b. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of depression-only and who are not showing overt symptoms of 
the disorder, will show higher scores (that is, will be more 
externalised) than normal subjects on a locus of control scale which 
defines discrete locus of control factors (Research hypothesis).
6a. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of mania and depression and who are not showing overt symptoms 
of the disorder, will not differ significantly from patients with a 
diagnosis of manic depressive psychosis, who have a history of 
depression-only and who are not showing overt symptoms of the disorder, 
on a locus of control scale which defines discrete locus of control 
factors (Full hypothesis).
-  154 -
6b. Subjects with a diagnosis of manic depressive psychosis, who have a 
history of mania and depression and who are not showing overt symptoms 
of the disorder, will show lower scores (that is, will be more 
internalised) than subjects with a diagnosis of manic depressive 
psychosis, who have a history of depression-only and who are not 
showing overt symptoms of the disorder, on a locus of control scale 
which defines discrete locus of control factors (Research hypothesis).
The Method
A sample was drawn from a pool of female patients, diagnosed as 
suffering from manic depressive psychosis, who attended a Lithium 
Clinic at a Psychiatric Out-Patients Department of a District General 
Hospital. The sample was drawn from all female patients who carried a 
diagnosis of manic depressive psychosis who, in the view of the medical 
staff, were not showing overt signs of mania, hypomania or depression
at the time of the drawing of the sample. All subjects attending the
Clinic were resident in their own home at the time the sample was
drawn. The sample subjects were asked to complete two standardised 
measures of locus of control: a form of Rotter's (1966) Internal- 
External Scale and a form of Reid and Ware's (1974) Three Factor 
Internal-External Scale. Group scores on each scale were compared with 
reported norms and a comparison was made between subjects with a 
history of mania and depression, and subjects with a history of 
depression-only. The null hypotheses predicted that the clinical sample 
would not differ significantly from the normative groups on the two 
scales and that no significant difference would exist between subjects
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with a history of mania and depression and subjects with a history of 
depression-only.
The Subjects.
The sample <n=75) was drawn, using random number tables, from a pool of 
approximately 145 female patients who carried a discrete diagnosis of 
manic depressive psychosis and who attended the Lithium Clinic of a 
District General Hospital.1 Forty-four patients agreed to participate 
in the sub-study (58.7%). The mean age of the patients with a history 
of depression and mania <n=26> was 50.7 years (range 29 - 67); and for 
the depression-only group (n=18) 53.2 years (range 32 - 75). The mental 
state of the subjects was not assessed by the author. All subjects were 
seen at the clinic at intervals of between one and three months by a 
psychiatrist. Hone of the participating subjects was regarded by the 
psychiatrist as clinically manic or depressed at their last 
appointment.
Materials and procedure
Two locus of control scales were employed in the sub-study. The first 
scale represented a measure of generalised expectancies of 
reinforcement and was one of the most widely-used locus of control 
scale in research studies (Lefcourt, 1981). The second scale identified 
discrete locus of control factors which, in the author’s view, were 
considered to be of potential relevance to the precipitation of
1 This sub-study was approved by the Research Sub-Committee of the 
Health Board within whose area of jurisdiction the study was conducted.
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affective disorder in general. The scales employed in the sub-study
were:
1. The Internal-External Locus of Control Scale (Rotter 1966), 
entitled the Social Reaction Inventory (SRI) [See Appendix 93;
2. The Reid-Ware Three Factor Internal-External Scale (Reid and 
Ware 1974), entitled the Belief Survey (BS) [See Appendix 103.
The scale titles (SRI and BS) were drawn from Lefcourt (1976). The SRI 
comprised 23 forced choice items with six fillers. The scale provided a 
single score, maximum 23. The BS comprised 32 forced choice items with 
13 fillers. The scale provided three factor scores: Fatalism (maximum 
12); Social Systems Control (maximum 12) and Self-control (maximum 12).
Each subject received a written invitation to participate in the sub­
study which was described in very general terms as "attempting to 
examine the care of women suffering from depressive illness". The 
letter noted that the subject's name had been supplied by the 
psychiatrist responsible for supervising her treatment at the Lithium 
Clinic. The letter provided a brief outline of the aim of the study and 
the procedure for completion of the two scales, which were enclosed. 
Subjects were asked to complete and return the two scales, if they were 
agreeable. The scales were coded to distinguish depression-only 
subjects from those with a history of mania and depression. The 
patients were .however, asked specifically not to identify themselves,
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thereby making their participation anonymous. A stamped-addressed 
envelope was provided and all subjects were thanked in anticipation of 
their co-operation.
Formative comparison groups
Four of the hypotheses comprising the sub-study required the comparison 
of the sample subjects, who had been diagnosed as suffering from a 
manic depressive psychosis, with normal subjects. Two normative samples 
of female subjects, which had previously been reported, were used as 
comparison groups on the two locus of control scales. Although a review 
of the literature shows conflicting findings, there are reasons for 
assuming that the sex of the subject might influence scoring on either 
of the locus of control scale. Rotter (1966) noted that other studies 
(Crowne and Conn, 1965; Ware, 1964) indicated that sex differences, on 
his I-E scale, appeared to be minimal. However, Gore and Rotter’s 
(1963) study of male (n=134) and female (n=169) university students, 
showed a significant difference between males and females. These 
conflicting findings may be a function of the sample sizes, Gore and 
Rotter’s study involving considerably larger samples than Crowne and 
Conn’s or Ware’s studies. In Phares (1972) view, although some studies 
report sex differences, whereas others do not, ”sex often moderates the 
relationship between I-E scores and other behaviours (p.45),” 
suggesting that internality often is related to achievement behaviour 
in males, but not in females.
Although significant ’cultural* differences have been reported, between 
forth American and Chinese school students (Hseih, Shybutt and Lotsof,
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1969), and between black and white North American samples (Shaw and 
Uhl, 1971; Strickland, 1972), Parsons, Schnieder and Hansen (1970) 
found no significant difference between Danish and North American 
students, despite their assumption that the two societies differed 
widely in terms of governmental control. There are indications, 
however, that subjects from lower socioeconomic groups are more 
externalised than more middle-class subjects (Gruen and Ottinger, 
1969).
The two normative samples selected were as follows:
Rotter's Internal-External Scale. Hamsher, Geller and Rotter (1968) 
reported norms for a sample of 113 female introductory psychology 
class, university students. The subjects were required to complete the 
scale during class time as part of a wider study which examined 
relationships between interpersonal trust scores, locus of control and 
the students* view of the Report of the Varren Commission. The authors 
reported that the mean and standard deviation was consistent with those 
obtained in previous studies.
Reid and Ware's Three Factor Internal-External Scale. Lefcourt (1977) 
reported norms on 44 female university students undertaking an 
Introductory Social Psychology course. No details of the administration 
of the scale were provided.
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Resul ts
The Social Reaction Inventory (SRI). Copies of the SRI were sent to all 
44 subjects: 36 scales were returned completed. Of the remainder, five 
were incomplete and three incorrectly scored. The completed scales were 
divided into two groups: subjects with a history of depress!on-only, 
and subjects with a history of depression and mania. The scores of 
these two groups are summarised in Table 10:1. The subjects*  scores 
were compared with a female normative sample (n=133) drawn from a 
university student population, reported by Hamsher, Geller and Rotter 
(1968).
Table 10:1: SRI Scores: Depression-only and mania/depression subjects
n X SD Range Formative
Sample *
X SD
Dep.-only 18 13.83 2.14 10-18 11.0 3.96
Mania + Dep. 18 9,5 2.50 4-13
* Hamsher, Geller and Rotter (1968)
Hypothesis 1 : Patients with a diagnosis of manic depressive psychosis, 
who have a history of mania and depression and who are not showing 
overt symptoms of the disorder, will not differ significantly from 
normal subjects on a generalised locus of control scale.
The sample data were analysed using a zM test. The sample subjects with 
a history of mania and depression (n=18) showed a lower mean score than 
the normative controls, on the SRI, with a less variable distribution 
of scores about the mean. However, comparison between the normative
- 160 -
sample and the depression and mania group showed no significant 
difference between the two groups (z = 1.6, p < 0.10, n.s.).
Hypothesis 2 : Patients with a diagnosis of manic depressive psychosis, 
who have a history of depression-only and who are not showing overt 
symptoms of the disorder, will not differ significantly from noriml 
subjects on a generalised locus of control scale.
The sample data from the subjects with a history of depression-only 
(n=18) were analysed using a zM test. These subjects showed a higher 
mean score than the normative controls on the SRI, with a less variable 
distribution of scores about the mean. Comparison between the normative 
sample and the depressed-only subjects showed a significant difference 
at the 0.2 per cent level (z = 3.03, p < 0.0024).
Hypothesis 3 : Patients with a diagnosis of manic depressive psychosis, 
who have a history of both mania and depression and who are not showing 
overt symptoms of the disorder, will not differ significantly from 
patients with a diagnosis of manic depressive psychosis who have a 
history of depression-only, who are not showing overt symptoms of the 
disorder, on a generalised locus of control scale.
The two groups comprising the sample were compared using two-tailed 
Independent samples t-test. The mania and depression subjects showed a 
significantly lower mean score than the depression-only subjects 
<t = 7.24,d.f. =34, p < 0.001).
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The Belief Survey (BS). Copies of the BS were sent to all 44 subjects 
in the sample, of whom 38 returned completed scales. Four subjects 
returned the scale incompletely scored and two subjects failed to 
return the scale. The scores, distinguishing between subjects with a 
history of depression-only and subjects with a history of depression 
and mania, are summarised in Table 10.2. The subjects’ scores were 
compared with a female normative sample (n=44) drawn from a university 
student population, Reid and Ware (1973) cited by Lefcourt (1976).
Hypothesis 4 : Patients with a diagnosis of manic depressive psychosis, 
who have a history of mania and depression and who are not showing 
overt symptoms of the disorder, will not differ signficantly from 
normal subjects on a locus of control scale which defines discrete 
locus of control factors.
Data from the depression and mania group were compared with the 
normative sample using a zM Test. This group showed a significantly 
lower (more internalised) mean score than the normative sample, on the 
Social Systems Control factor (z = 4.65, p < 0.0001). The group’s mean 
score on the Fatalism factor was not significantly different from the 
normative sample on the Fatalism factor (z = 0.78, n.s.). On the Self- 
Control factor, however, this group’s scores were significantly higher 
(more externalised) than the normative sample (z = 2.72. p <0.007).
Hypothesis 5 : Patients with a diagnosis of manic depressive psychosis, 
who have a history of depression-only and who are not showing overt 
symptoms of the disorder, will not differ significantly from normal
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subjects an a locus of control scale which defines discrete locus of
control factors.
Table 10:2 : BS Scores : Depression-only and mania/depress!on subjects
n X SD Range Normative
Sample*
Depression-only 13 ¥ SD
Fatalism Score 6.08 2.53 1-10 4.47 2.88
Social Systems 
Control Score 6.69 2.06 4-11 6.84 2.75
Self-control
Score 4.77 2.98 0-9 5.52 1.91
Mania/depress!on 25
Fatalism Score 4.92 2.66 0-10
Social Systems 
Control Score 4.28 2.57 0-8
Self-control
Score 6.56 2.87 1-11
* Reid and Ware (1973)
The data from the depression-only subjects were compared with the 
normative sample, using a zM Test. The depression-only subjects 
differed significantly from the normative sample on the Fatalism factor 
(z = 2.01, p < 0.04). However, no significant difference was found on 
the Social Systems Control factor (z = 0.196. n.s.), or on the Self- 
Control factor (z = 1.41, n.s.).
Hypothesis 6 : Patients with a diagnosis of manic depressive psychosis, 
who have a history of mania and depression and who are not showing 
overt symptoms of the disorder, will not differ significantly from
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patients with a diagnosis of manic depressive psychosis, who have a 
history of depression-only and who are not showing overt symptoms of 
the disorder.
The two groups comprising the sample were compared using a two-tailed 
two-tailed independent-samples t test. The depression-only group showed 
significantly higher (more externalised) scores on the Fatalism (t = 
4.1. d.f = 36, p < 0.001) and Social Systems Control factors 
(t = 9.269, d.f. = 36. p < 0.001). On the third factor, Self-Control 
the mania and depression group showed significantly higher (more 
externalised) scores than the depression-only subjects (t=5.7, d.f.=36,
p<.001).
Discussion
The first three hypotheses involved analyses of the sample's scores on 
the Social Reaction Inventory (SRI). The (SRI) is an equivalent of 
Rotter’s original I-E scale (Rotter, 1966), measuring generalised 
expectancies of reinforcement. Although the mania and depression group 
showed a lower (more internalised) mean than the normative sample on 
the SRI, this was not statistically significant. On this scale, the 
mania and depression group scored within normal limits. Therefore, null 
hypothesis 1, which predicted that there would be no difference between 
the mania and depression group and the normative sample, was not 
rejected.
The depression-only group mean was significantly higher (more 
externalised) than that of the normative sample, on the SRI. Although
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the depression-only group’s scores, which ranged from 10 - 18, were far 
below the maximum possible score of 23, their scores on the Social 
Reaction Inventory (SRI) showed a significantly more externalised 
presentation, compared with the the normative sample. Therefore, null 
hypothesis 2, which predicted that there would be no difference between 
the depression-only subjects and the normative sample, was rejected. 
When the two groups comprising the sample were compared on the SRI the 
mania and depression group showed a significantly lower (more 
internalised) score when compared with the depression-only subjects, 
ihis was supported strongly, Therefore, null hypothesis 3, which 
predicted that no difference would exist between the two groups 
comprising the sample on the SRI, was rejected.
In the sub-study reported here, subjects with a diagnosis of manic 
depressive psychosis, who have a history of mania and depression, and 
who could be described as in remission (that is, not showing overt 
signs of the disorder) scored within ’normal limits* on the scale. 
Alternatively, the second group drawn from the sample, manic-depressive 
subjects with a history of depression-only, showed significantly more 
externalised scores, which were outwith normal limits, suggesting that 
this group were projecting the kind of ’vulnerability’ described by 
Rotter (1966), even when they were ’affectively well’, or symptom-free.
The other three hypotheses involved an analysis of the sample’s scores 
on the Belief Survey (BS). The BS is an equivalent of Reid and Ware’s 
(1974) Three-Factor Internal-External Scale. This measured the specific 
role of Fatalism, Social Systems Control and Self-Control, in the 
subject's expectancies of reinforcement. Null hypothesis 4 predicted
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that no difference would exist between the mania and depression group 
and the normative sample, an all three factors. The group mean on the 
Fatalism factor was higher (more externalised) than that of the 
normative sample, although this difference was not significant. On this 
factor, therefore, the null hypothesis was not rejected. The group's 
scores on the Social Systems Control factor was significantly lower 
(more internalised) than that of the normative sample. The null 
hypothesis was, therefore, rejected. This difference was also in the 
direction predicted by the research hypothesis. However, the group’s 
scores on the Self-Control factor were significantly higher (more 
externalised) than the scores of the normative sample. Consequently, 
the null hypothesis was rejected. However, this finding was in the 
opposite direction of the research hypothesis, which predicted lower 
than normal scores for the mania and depression group.
The depression-only group showed significantly higher (more 
externalised) scores on the Fatalism factor, but did not differ 
significantly from the normative sample on the Social Systems Control 
or Self-Control factors. Consequently, the null hypothesis was rejected 
in the case of the Fatalism and not rejected for Social Systems Control 
and Sel f-Con trol.
The BS scores from both groups comprising the sample were compared to 
test the final hypothesis. The depression-only group showed 
significantly higher (more externalised) scores on the Fatalism and 
Social Systems Control factors. These findings were in the direction 
predicted by the research hypothesis. The mania and depression group
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showed significantly higher scores on the Self-Control factor, and the 
null hypothesis was rejected. However, this finding was in direct 
opposition to the research hypothesis, which had predicted that the 
mania and depression group would show lower (more internalised) scores 
than the depression-only subjects.
These results suggest that a specific psychological vulnerability, in 
the form of externalised locus of control, might be present in patients 
diagnosed as suffering from manic depressive psychosis in remission. 
Even when ’affectively well’ (that is, in the absence of any overt 
symptoms of the disorder) significant differences existed between the 
clinical sample and the normative sample. However, the differences 
found were not all in the direction predicted by the research 
hypotheses. The depression-only group were significantly more 
’externalised’ than the normative sample on the Social Reaction 
Inventory, which was a generalised measure of locus of control. This 
suggested that these subjects might be more ’fatalistic’ regarding 
their capacity to influence the outcome of events. However, the mania 
and depression group scored within normal limits and did not appear to 
project the 'fatalistic vulnerability’ described by Rotter (1966).
The Belief Survey looked at the subject’s perception of the influence 
of 'social systems’ and their own ’self-control’, as well as ’fate’, in 
determining the outcome of events. The analysis of these scores showed 
that the subjects with a history of depression-only were more 
’fatalistic’ than the normative sample, as might be expected from the 
review of ’learned helplessness’ theory presented in Chapter 9. This
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offers further support for the concept that depression involves some 
form of helplessness. However, this group's perception of social 
systems and self control did not differ significantly from that of the 
normal subjects. Although the difference was not statistically 
significant, the depression-only group showed a lower (more 
internalised) mean score than the mania and depression group .on the 
self-control factor. This may be attributed to subjects experiencing 
severe guilt, or engaging in ’self-blame’, thereby increasing their 
’internal’ score. Alternatively, the mania and depression group did not 
differ from the normal subjects on the Fatalism factor and were more 
internalised on the Social Systems Control factor. This latter finding 
appears to be consonant with the traditional view of manic and 
hypomanic patients, that they display a heightened sense of control, in 
their relationships with other people. The most interesting finding was 
that this group showed a significant ’deficiency’ in terms of self- 
control. Although the research hypothesis predicted that these 
subjects, with their history of manic episodes, perhaps accompanied by 
degrees of concurrent grandiosity, would show an unrealistically 
heightened sense of ’self-control’. Not only was this not confirmed, 
but the opposite was shown to be the case, with this group showing an 
abnormally externalised score on this factor.
Care needs to be taken over generalising from these findings. Although 
selected carefully, the samples were small, especially the size of the 
depress ion-only group in the Belief Survey analysis. Just over one-half 
of the patients accepted the invitation to participate in the sub­
study. In the case of the depression only group it could be argued that
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those patients who agreed to participate were the most passive, or 
’helpless* individuals, and that the mania and depression subjects who 
responded represented those who were most 'affectively well* and who 
subsequently compared favourably with the normative sample. This 
hypothesis does not, however, explain the externalised Self-Control 
scores shown by this group. Also, although the normative sample used as 
a comparison in the SRI (Rotter’s I-E Scale) study was large, it 
comprised female university students who, it can safely be assumed, 
were younger than both patient samples, on average. Although there are 
no reported comparisons for age, Harvey's (1971) study of 
administrators and Palmer's (1971) study of male veterans, showed 
significantly lower (more internalised) scores on the SRI in older 
subjects. This would suggest that a normative sample of older women 
would have also have shown more internalised scores than the 
undergrduate sample. Consequently, although the normative sample were 
not age-appropriate, there are grounds for assuming that an older 
female sample would have served only to reinforce the difference 
between the clinical and normative samples.
Similarly, the normative sample used in the Belief Survey analysis was 
small, and comprised female undegraduates, who might well have differed 
from the patients samples in terms of age, education and social class. 
However, as noted ealier in this chapter, the role of such variables in 
locus of control measures is unclear. Finally, a reservation should be 
expressed at the use of what is, essentially, a cross-cultural 
comparison. However, at the time of the study British normative data on 
these measures was not available.
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Although these data provide an insight into the psychological 
functioning of patients who are ’affectively well’, it cannot be 
assumed that these differences will be present during an acute phase of 
illness. The study may offer support for the hypothesis noted earlier 
that depressive thinking style may not be in evidence until the 
patient’s affect becomes more elevated (Hamilton and Abramson, 1983).
At a level of maximum speculation these data suggest that different 
kinds of vulnerability exist within the depressed and manic and 
depressed populations. Patients experiencing only depression may have a 
fatalistic relationship with their ’external’ world, whereas mania and 
depression patients, with their apparent low level of self control, may 
feel powerless to control their own behaviour.
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CHAPTER 11
DEVELOPKKMT OP THE DEPRESSIOW LOCUS OF COWTROL SCALE: SUB-STUDY 6
According to social learning theory, it is assumed that increasing an 
individual's experience in any given situation will encourage the 
development of specific 'expectancies' (Rotter, 1954). Expectancies, 
which are specific to the situation, play a greater part in determining 
the person's future behaviour in that situation than more generalised 
expectancies (Vallston et al., 1976). It has also been noted that the 
value of a generalised measure of locus of control, such as the 
Rotter’s I-E Scale, may have limited predictive value in a specific 
area of behaviour (Vallston & Vallston, 1973). Although the data 
presented in Chapter 10 suggest that certain attitudinal 
characteristics may pertain to subjects described as suffering from 
manic depressive psychosis, the scales employed do not measure the 
subject’s attitude towards illness. It is conceivable that subjects 
might expect to control some situations in their lives, but not others. 
Although the Reid-Vare scale isolates fatalism as a construct which 
might play a significant role in generating a passive role in the face 
of adverse circumstances, the scale does not measure the subject's 
predicted response to an adverse event, such as a severe depressive 
illness.
Development of the Instrument
lo specific scale, developed to measure locus of control in affective 
disorders, or indeed in relation to any other psychiatric disorder,
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could be found in the literature. Psychiatric research involving the 
locus of control construct tends to use one of the available 
generalised measures, such as Rotter’s (1966) I-E Scale. In the 
collection of the data using the Rotter and Reid-Vare scales described 
in Chapter 10, some subjects protested at the ’’silly” or ’’irrelevant” 
nature of some questions, whereas others complained of the length of 
the questionnaires. These casual observations lent support to the need 
for an instrument which was specific, rather than generalised, and 
which might be designed to avoid taxing the concentration of a patients 
with affective disorder.
Procedure
An item pool (n=33) was developed from the analysis of structured 
interviews, undertaken by the author and three nurse colleagues, with 
women who were diagnosed as suffering from manic depressive psychosis 
and who attended a general hospital Lithium Clinic. Each subject was 
interviewed by two nurses, one of whom used a 20-question format, 
developed by the author (see Appendix 11). The first few minutes of the 
interview were devoted to general questions about how the subject was 
feeling, after which attention was focussed upon identifying the 
subject’s thoughts and beliefs about her illness and its possible 
precipitants.
From these interviews, a pool of 18 common themes was established. The 
item pool was reviewed by a panel of 17 psychiatric nurses who, in the 
author’s opinion, had an extensive experience of caring for depressed 
patients. The panel was invited to rate each item for its
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”appropriateness as an attitudinal statement concerning depressive 
illness” , using a 0 - 4 scale (0 = not at all appropriate; 4 = very 
appropriate). It was decided to eliminate from consideration any item 
which did not gain an average rating of at least 3 on the scale. Six 
items failed to reach this criterion and were dropped from the item 
pool. The resultant 12 items were presented in the form of a six-point 
rating scale. In an effort to improve upon the content validity of the 
scale, items were worded to approximate the Health Locus of Control 
Scale (Vallston et al.t 1976) which had been validated as an area- 
specific measure of expectancies of reinforcement in relation to 
health-related behaviour in general.
Internal-conststency
An item-analysis was conducted using a sample of 45 women diagnosed as 
suffering from manic depressive psychosis, drawn from a pre-discharge 
hospital population and from out-patients attending a psychiatric 
clinic. Two items which showed negative correlations with the total 
score were dropped from the scale. Table 11.1 presents the final scale 
with item correlations with total score, with that item removed, based 
upon a sample of 45 female subjects. Each item deals exclusively with 
the subjects belief about the nature of her depressive illness and her 
personal relationship with it. Subjects were asked to rate their 
agreement or disagreement with each statement using the following 
scale, which was scored either 1-6 or 6-1 depending upon the direction 
of the item.
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I agree strongly 
I agree a lot 
I tend to agree 
I tend to disagree 
I disagree a lot 
I disagree strongly
Table 11.1 : The DLCS* with Correlations Of Each Item with Total Score, 
Excluding that Item (n=45)
----------------- lifiJB______  ________________________  Pearson* s r
1. If I’m going to become depressed I’ll become 
depressed, no matter what I do. +0.239
2. To a great extent depression results from the 
mistakes people make in their lives. +0.238
3. Most people don't realise how my depression just 
happens to people. +0.085
4. To get over my depression I can only do what the 
doctor tells me. +0.320
5. I can prevent myself becoming depressed by taking 
care of myself. +0.103
6. You never know when or how this depression is going 
to affect you. +0.253
7. When I get depressed it is because I have not been 
taking care of myself. +0.420
8. Good mental health is largely a matter of good 
fortune. +0.271
9. When I get depressed its because of something I’ve 
done or not done. +0.202
10.People who never become depressed like me are 
just plain lucky. +0.397
* The Depression Locus of Control Scale
Items 2,5,7 and 9 were scored as internalised statements,1-6 
strongly = 1; disagree strongly = 6) and items 1,3,4,6,8 amd
(Agree 
10 scored
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as externalised statements, 6-1 (agree strongly = 6; disagree strongly 
=1). The maximum and minimum possible scores were 60 and 10.
Reliability
Split-half reliability for the scale was tested using a sample of 
hospitalised patients with manic depressive psychosis and a further 
sample from the Lithium Clinic population (n=63). Using the Spearman- 
Brown prophecy formula, r=.72.
Because of the difficulty in obtaining subjects, test-retest 
reliability was computed on a small in-patient sample of 28 patients 
over a three-week period. All subjects were involved in drug-trials, 
but were not in receipt of any specific psychological intervention 
which might have influenced their scale scores over this period. The 
attained level of reliability was satisfactory (r=.78).
Validity
Concurrent validity was tested by comparison of DLCS and SRI scores 
drawn from a random sample of patients from the hospital and clinic 
population described above (n=49). In view of the assumed contrast 
between the specificity of the DLCS and the generalised nature of the 
Rotter scale, a high correlation between the two scales was not 
expected. Each subject completed the DLCS and Rotter's SRI 
independently, but under the supervision of a nurse. The correlation 
between the two scales was .61.
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Scale Sensitivity
The contrasts evident between the depression-only and mania and 
depression subjects reported in Chapter 10 confirmed some of the 
assumptions regarding differences between the two populations. Such 
distinctions were reported, however, only for generalised expectancies 
of control. The DLCS purported to measure the patient’s expectations of 
control over her illness and was expected, therefore, to represent a 
more specific measure of locus of control. In order to test the 
sensitivity of the instrument, a comparison was made between samples of 
patients with a history of depression-only, and of patients with a 
history of depression and mania. The null hypothesis was that no 
difference would exist between these subjects on their expectations of 
control over their depressive illness.
Two, 25-subject, samples were drawn at random from the pool of patients 
attending the Lithium clinic and patients being prepared for discharge 
at an in-patient facility, who were relatively ’symptom-free*. 45 
patients agreed to participate <90%). Subjects were invited to complete 
the scale as part of a larger nursing research project which was 
examining the care of women with depression. The scores of the 45 
patients who responded are summarised in Table 11.2
Table 11.2: Comparison of DLCS Scores for Depression-only and Mania
and Depression Subjects
___ Sample_______ n T SD Range
Depression-only 24 44.42 5.47 37-53
Mania/depression 21 40.24 5.22 31-53
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The minimum and maximum scores possible were 10 and 60. Moderate to 
high scores were recorded by the depression-only sample, and at least 
one subject from each group attained similarly externalised scores. 
Very low, that is highly internalised, scores were not, however, shown 
by the mania and depression group. Analysis of the data by an 
independent-samples two-tailed t test showed a significant difference 
between the two groups (t=-2.61082, d.f.= 43, p < 0.012). The null 
hypothesis, which predicted that no difference would exist between the 
scores of the two groups, was rejected.
Discussion
The items comprising the DLCS were drawn from structured interviews 
with women diagnosed as suffering from manic depressive psychosis. The 
content validity of the scale was further assessed by a panel of 
psychiatric nurses involved in the care of depressed patients.
Given that all the subjects had previously experienced at least one 
episode of depression, the items in the DLCS appeared to measure the 
subject’s expectations about factors likely to promote or discourage a 
recurrence of depression. With the possible exception of item 2, which 
appeared to invite the subject to ’attribute* an explanation of 
depresssion in terms of the occurrence of personal events, all other 
items focussed upon the subject's expectations about possible future 
events.
The data presented suggests that, given the brevity of the scale, the 
DLCS is a reliable instrument. The degree of correlation with the
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Rotter*s Internal-External Scale suggests that it may offer a more 
specific measure of locus of control in depressive disorder than the 
more generalised format. Casual observation of subjects participating 
in Sub-Study 5, reported in Chapter 10, suggested the need for a 
shorter scale, related more directly to depressive disorder. Subjects 
in the sub-study reported here were able to complete the scale 
independently, at one sitting. In the studies reported in Chapter 10, 
several completed scales were ruled unacceptable due to errors and 
ommissions, a problem which did not occur with the shorter, DLCS scale.
By reversing the direction of the scaling of the items at random the 
scale carried no obvious bias. The scale purported to measure the 
extent to which subjects believed their depressive illness was ’within’ 
or ’outwith’ their control. In this sense the scale combined 
consideration of the ’fatalism' and ’self-control’ factors contained in 
the Belief Survey, reported in Chapter 10. The reported difference 
between depression-only and mania and depression suggests that the 
scale may be sensitive enough to discriminate between these two sub­
populations of manic depressive psychosis.
The scale can be criticised, however, on several counts. A six-point 
scale was selected to offer subjects greater freedom in rating their 
attitude, either positively or negatively, towards individual items. 
However, the omission of a neutral mid-point, as can be found in a 
typical Likert scale, meant that subjects could not express uncertainty 
or, more importantly, a variable attitude (sometimes ’yes’, sometimes 
’no’). This omission can be justified on the grounds that
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indecisiveness is typical of many affective disorders. The omission of 
a variable mid-point made the scale a variant of the forced choice 
(’yes’ or ’no’) questionnaire, which may be easier for use with 
severely depressed subjects.
As noted earlier, item 2 is a highly generalised locus of control - 
statement, which might be interpreted as inviting an explanation of 
past depressive episodes. In this sense, it may be more of an 
attributive statement. Items 5 and 7 dealt with very similar ideas, the 
role of ’self-care* in fending off depression. Although the scale is 
described as dealing with future events, item 5 deals specifically with 
the possible preventitive role of self-care whereas item 7 appears to 
deal more with a review of present, or possibly past, depressive 
episodes. This item may, therefore, also be more of an attributive 
statement, than a prediction of expectancy. Although the sample drawn 
for the sub-study was described as ’affectively well’, or relatively 
symptom-free, the failure to assess each subject directly at the time 
of their completion of the DLCS was an omission. The possibility of 
some subjects tending towards depression or hypomania, therefore, 
cannot be excluded.
Although the comparison between depression-only and mania and 
depression subjects, using the DLCS, showed a statistically significant 
difference between the groups, this difference may not be clinically 
significant. The maximum possible score was 60, with subjects in both 
groups scoring as high as 53 on the scale, suggesting that they were 
very ’externalised’. The minimum possible score on the scale was 10.
-  179 -
The lowest score recorded for the depression-only group was 37, and 31 
for the mania and depression group. It could be hypothesised that 
subjects with a previous history of mania would have possessed a 
heightened sense of control over their illness. The failure of any 
subject to score in a very internalised direction seems to refute this. 
The statistically significant difference between the two groups is 
based upon comparison of the means: 44.24 for the depression-only and 
40.24 for the mania and depression group. Although a significant 
difference at the 0.01 level was evident, the groups did not project a 
highly externalised versus a highly internalised picture. If a cut-off 
point of 42 is used (mid-way between the two means) eight of the mania 
and depression sample (38%) score above this point, that is they showed 
more externalised scores than the rest of their group. Ten of the 
depression-only sample (42%) scored below this cut-off point. This 
analysis suggests that roughly similar proportions of each group showed 
scores which might be assumed to be more representative of their 
comparison group.
- 180-
CHAPTER 12
Discussiar of past two
Three cognitive models of affective disorder were reviewed in Chapter 9. 
Differences between these models derive in part from interpretations of the _ 
nature and function of 'information-processing’. Another possible source of 
disagreement may stem from the inevitable conflict between studies drawn 
from laboratory experiments (Abramson et al., 197&), sociological field 
studies (Brown and Harris, 1978) and clinical studies in psychiatry (Beck 
et al.t 1980). In addition to the emphasis upon cognition, loss of 
reinforcement appears central to each model, despite differences in 
emphasis and interpretation. It was noted that ’reinforcement* might be 
defined as some form of pleasurable stimulus, but might equally be defined 
as ’any successful outcome*. Where pleasurable or necessary outcomes are 
not forthcoming, ’loss* may be the resultant experience.
Another perspective on the role of cognition in affective disorder, and the 
patient’s relationship to outcomes, was offered with reference to the locus 
of control hypothesis. This perspective dealt specifically with the 
person’s expectations of specific outcomes and their effect upon behaviour. 
The data presented in Chapter 10 suggest that women with a history of manic 
depressive psychosis (depression-only) are more fatalistic, in general, 
than a normative sample. The findings from the DLCS study in Chapter 11 
suggest that such patients may have a similarly fatalistic view of the 
onset, course and likely recurrence of their depressive illness. This 
echoes Rosenbaum and Hadari’s (1985) finding that depressives (sic)
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expected outcomes to be controlled by chance, whereas a sample of paranoid 
subjects expected powerful others to exert influence over them. Using a 
measure of mastery, which was conceptually similar to Reid and Ware’s 
(1974) 'self-control' factor, Waiford-Kramer and Light (1984) found a 
statistically significant relationship between low mastery scores and 
depression (sic).
In Chapter 9, the terms 'attribution' and 'locus of control' were used to 
describe the possible mechanism of information-processing which is embraced 
by the term cognition. Palenzuela (1984) has observed a tendency, by 
different investigators, to define locus of control in different ways. 
Terminological and conceptual confusion has often resulted especially when 
the construct has been used inappropriately to measure other constructs. In 
a similar vein, Zuroff (1980) criticised the inappropriate merger between 
attribution and locus of control in some theoretical writings on 
depression. It has been noted that locus of control and attribution are 
conceptually and operationally different; locus of control involving a 
prior evaluation and attribution a retrospective evaluation of 
relationships. In view of these criticisms, the study of manic depressive 
psychosis subjects reported restricted its focus to locus of control in a 
general sense, with the SRI and BS sub-studies, and more specifically in 
terms of the DLCS data.
An attempt has been made in Part Two of the thesis to examine the target 
population from a psychological perspective, in an effort to clarify the 
possible role of psychological factors in the genesis or maintenance of 
depressive disorder. Although the findings are tentative, using Rotter's I-
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E scale, in the form of the Social Reaction Inventory, support was evident 
for the hypothesis that depression-only subjects were more externalised 
than a normative sample. However, no significant difference existed between 
the mania and depression group and the normative sample, on this measure. 
The DLCS suggested that major differences existed between samples of 
depress!on-only and mania and depression subjects. However, these data were 
drawn from patients who were ’affectively well’. Consequently, it is not 
clear whether the same distinction would be evident in samples of 
clinically depressed or manic subjects. Indeed, these data represent 
measures of the locus of control construct in women at a particular time, 
when they were ’affectively well*. The measure should not, however, be 
interpreted as representing a trait or a typology, which will remain 
unchanged or fixed across time. The measures of locus of control elicited 
in sub studies 5 and 6, are measures of the locus of control construct, and 
are no more than rough approximations of the real and private thoughts 
which represent an individual’s expectancies about control. However, 
bearing these reservations in mind, the small sample studied suggested that 
women with a diagnosis of manic depressive psychosis and a history of 
depression-only, report a vulnerability, even when affectively well, which 
is not evident in women with the same diagnosis but with a history of mania 
and depression.
The hypotheses, tested in Sub-Studies 5 and 6, dealt specifically with 
women, diagnosed as suffering from manic depressive psychosis, but who were 
not showing any overt symptoms of the disorder. The findings can , 
therefore, be used only in a limited way, to comment upon this particular 
clinical population. Further, these sub-studies dealt only with possible
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correlations between specific psychological constructs and the construct
manic depressive psychosis. Although certain psychological vulnerabilities
appeared to be present within subjects described as having suffered from
manic depressive psychosis, an evaluation of the causal relationship
between these phenomena is not possible. Neither is it clear whether or not
such characteristics are likely to change across time, in response to
medical treatment or some other form of psychological manipulation. This
question will be addressed in the Part Three of the thesis. The potential
significance of psychological characteristics, such as ’high externality’,
for patients suffering from ’chronic’ disorders has been commented upon by
Vise and Rosenthal (1982) who noted that:
...patient’s illness beliefs may be determined by a cognitive style 
such as locus of control rather than by the actual severity of the 
illness (p.252)
The assessment of the patient, in such psychological terms, had obvious
clinical implications in their view, since:
...the externally located individual tends towards greater fear of 
vulnerability to illness, and has a greater conviction that he is 
ill, yet is less able to express anxiety and fear (pp 252-3).
Some support for these hypotheses is offered by the data reported in 
Chapter 10 which suggests that subjects, with a chronic history of 
depression, continue to think in a negative and fatalistic way, even in 
remission. Since self-blame was not specifically studied it is not clear, 
however, from these data whether or not this feature is present within the 
sample.
A tentative proposal can be made here of the possible significance of locus 
of control measures for the construction of models of affective disorder,
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especially where repeated episodes of depression are involved. In Chapter 9 
consideration was given to the use of attribution theory in the 
construction of models of affective disorder. Several studies were reviewed 
which suggested possible links between the subject’s perception and 
interpretation of certain life events and subsequent disturbance of affect. 
The locus of control study reported here in sub-study 5 suggested that 
subjects with a diagnosis of manic depressive psychosis appeared to express 
a ’psychological vulnerability’ in terms of fatalistic or ’defeatist’ 
beliefs about their capacity to avert or reduce the likelihood of 
occurrence of similar negative events in the future. Given that the a 
proportion of the population studied might have experienced more than one 
previous affective illness, it is perhaps unsurprising that the belief 
systems, accessed through the locus of control scales, reflected fatalistic 
or ’defeatist’ expectations about their capacity to control the repetition 
of more generalised negative events in the future.
By virtue of the fact that the subjects who comprised the study sample were
long-term attenders at a Lithium treatment monitoring clinic, it can be
hypothesised that even when ’affectively well’ the subjects may have
perceived themselves as ’manic depressive patients’, since the medical
adbvice given to such patients confirms their status as ’sufferers in
remission’. The Horgine company, who publish a Lithium Therapy Guide* for
use by patients make the following observation:
Lithium smoothes out disabling mood swings, gradually restoring 
normality.The impression of "cure” is misleading, however. Lithium 
does not cure manic-depression, but it holds it in check (p.3>.
It is assumed that most, if not all, patients diagnosed as suffering from
* Camcolit Therapy Guide (undated). The Lithium Information Service.
Norgine Limited, 116-120 London Road, Oxford 0X3 9BA.
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manic-depressive psychosis and offered lithium therapy as part of their 
overall treatment, will be offered this discretely medical 
conceptualisation of their illness. At the level of maximum speculation it 
might be assumed that subjects who perceive their mood, if not their 
overall functioning, to be ’permanently’ under the control of a simple 
chemical salt, see themselves as unable to influence the kind of personal, 
interpersonal and social events defined in the locus of control scales.
The development of the Depression Locus of Control Scale (DLCS) was 
reported in Chapter 11. This scale was developed in an attempt to describe 
patient’s view of themselves as a ’sufferer’ from a depressive illness. The 
subjects were invited, via the scale, to construct very specific 
interpretations of events which were relevant to past, and possible future, 
depressive illnesses. In this sense the subjects reported their 'locus of 
control’ in relation to these highly specific events: that is, events 
associated with depressive illness. The data reported in Chapter 11 showed 
differences between mania and depression subjects and depression-only 
subjects. However, it was acknowledged that this statistical difference may 
not be clinically significant, as roughly equivalent numbers of subjects 
from the two groups scored below and above a cut-off point, established 
between the two group means.
The situational nature of locus of control is relevant to any consideration
of the DLCS. Phares (1973) noted that whether one is internal or external
may depend upon the area of one’s life space which is being examined:
To a black student, getting a job in a white man's world may be largely 
a matter of luck, but winning a basketball game with his peers may be 
largely under his own control (Phares, 1973, p.19).
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The DLCS provides a highly specific measure of locus of control. Where a 
subject scored as highly externalised on this scale, one can assume, only, 
that this represented her locus of control in relation to these life 
events, at the time of the completion of the scale.
The DLCS was developed to provide the specific measure of locus of control 
noted above, in a format which would be acceptable to patients experiencing 
affective disorder. The results from the sub study suggest that the DLCS is 
a valid and reliable instrument, which will not prove too taxing for 
depressed subjects to complete.
Providing that the reliability of the DLCS can be demonstrated with a 
larger sample, ihis instrument might prove of most value as part of the 
assessment battery for depressed patients. The DLCS could be used to assess 
the attitude of the patient to her affective disorder, the results of which 
might have considerable bearing upon the kind of help she might be offered.
In the absence of a data describing DLCS scores across both acutely ill and 
patients in various stages of ’remission’ from affective disorder, it is 
not possible to comment fully upon the clinical significance of the scores 
reproduced in sub-study 6. There is a need, therefore, to collect data from 
a larger sample of patients with diagnoses of affective disorder in general 
and manic depressive psychosis in particular. Sub-study 5 suggested that 
patients diagnosed as manic depressive psychosis, in remission, projected 
different kinds of ’psychological vulnerability’, determined by histories 
of depression and mania, or depression-only. It would be appropriate to 
compare a wider range of patients with histories of affective disorder in
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general, at various stages between the onset of an acute episode and the 
return to relative ’normality*. It could be hypothesised that some patients 
who experience an affective illness might construe this event as a piece of 
’past history’, which need not be repeated, or which they might prevent. 
Alternatively, other patients, such as the 'manic-depressive', may construe 
such events as only part of chain of events, which they can influence only 
by taking medication. The data presented in sub-study 6 was not adequate to 
distinguish patients with a history of mania and depression, from patients 
with a history of depression-only. At the level of maximum speculation it 
could be hypothesised that patients with certain kinds of affective 
disorder may perceive themselves to be more or less in control of 
themselves, compared with other sufferers from affective illness. Further 
studies need to be undertaken to test this hypothesis.
C o n c lu s io n
In Part Two psychological theories of affective disorder were reviewed 
against the background of bio-physiological explanations drawn from a 
medical perspective. The heterogenous nature of the diagnosis of depression 
was noted and an attempt was made to discuss possible distinctions between 
the various sub-categories of depression. Two sub-studies were reported 
which aimed to examine the psychological state of the target population: 
women suffering from manic depressive psychosis. Although the findings were 
variable, there were indications that psychological deficits were 
characteristic of such women, at least at the time of the sub studies. The 
scale of the sub-study samples was small thereby limiting the extent to 
which the findings might be generalised. However, these data suggest that 
cognitive style, in the form of locus of control, might prove an acceptable 
target for experimental manipulation of a clinical population.
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PART THREE
CHAPTER 13
IMTSODUCT1OM AMD OVERVIEW OF PART THREE
As noted in the introduction to Part One, affective disorder in 
general, where disturbance of mood is the central feature, represents 
one of the largest group of disorders in psychiatry. Estimates of the 
probability of recovery for the first episode of manic depressive 
psychosis, in particular, range between 70 and 92 per cent. However, it 
is acknowledged also that relapse is likely in 60-70 per cent over a 
ten or 20 year period. Bebbington (1982) also noted that up to ten per 
cent of patients will remain in hospital as new long stay patients, 
with 25 per cent remaining with a milder clinical impairment and 
”a large number ” remaining with significant social impairment. Outcome 
studies of bipolar patients, with a history of depression and mania, 
show that prognosis for this group is not uniform. Early studies showed 
a relatively low proportion of patients who were ’chronically disabled’ 
(15% : Lundquist, 1945), compared with more recent studies ( 53% :
Shobe and Brion, 1971). Some studies have described a better prognosis 
for unipolar patients, who experience only mania or depression 
(Bratfos and Haug, 1968; Shobe and Brion, 1971). More recent studies of 
a large cohort suggest similar recovery and chronicity patterns for 
unipolar and bipolar patients (Morrison et al, 1973; Tsaung et al,
1979). The validity of medical concepts such as ’recovery ' and 
'chronicity’ has, however, been questioned. Coryell and Vinokur (1982) 
noted that most follow-up studies fail to distinguish between
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presenting symptoms and social adjustment, and fail to seperate 
unipolar and bipolar patients when dealing with outcome prediction.
M e d ic a l T re a tm e n t
numerous controlled trials have shown tricyclic and tetracyclic 
antidepressant medication to be the mainstay of treatment of affective 
disorder where depression is the predominant feature (Mindham, Howland 
and Shepherd, 1973). The value of lithium as a prophylaxis and 
antidepressant in manic depressive psychosis in particular (Goodwin and 
Zis, 1979) and has been reported as superior or equal to neuroleptics 
in the treatment of manic episodes (Coppen, Metcalfe and Wood, 1982). 
Convincing evidence exists of the effectiveness of ECT in the treatment 
of depressive episodes (Greenblatt, 1977) with similar response rates 
in unipolar and bipolar disorder (Stromgren, 1973). Where depressed 
affect is persistent - failing to respond to tricyclics and a course of 
ECT - Kendell (1983b) believes that "cognitive therapy may be worth a 
trial", but acknowledged that its efficacy in such patients has not yet 
been adequately assessed. Other interventions for resistant depression 
have included modified narcosis (sic) in conjunction with ECT and 
antidepressant drugs (Valter et al., 1972) and psychosurgery (Lovett 
and Shaw, 1987). Studies have reported 60 per cent of depressed 
patients symptom free, or "much improved", following stereotactic 
surgery (Bridges and Bartlett, 1977). For some patients, it has been 
reported that psychosurgery has reduced the frequency of suicidal 
attempts, whereas other patients have remained unchanged (Goktepe,
Young and Bridges, 1975). Checkley (1986) has suggested that in many
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cases the optimal management of resistant depression is to persist with
general, psychosocial and pharmacological principles of treatment:
...there is little evidence in favour of the wrongly labelled 
"heroic” forms of physical or psychological treatments (p.401).
Women a n d  d e p r e s s i o n
It was noted in Chapter One that women occupy a peculiar position
within the mental health/illness field. Although figures vary, women
represent the majority of hospital and outpatient treatment populations
for affective disorder, whether public or private (Howell and Bayes,
1982). This was as true in the seventeenth century, when women
outnumbered men by two to one, as it is today (MacDonald, 1981). A
study from the late 1960’s found ’’more mental illness among women than
men from every data source" (Gove and Tudor, 1973: emphasis added). Mo
single explanation of this preponderance is universally accepted. The
most popular traditional ’explanation* of this statistical fact has
drawn a relationship between ’insanity’ and ’femininity’. Feminist
critics suggest that within our dualistic system of language and
representation, women are typically associated with irrationality,
silence, nature and body. Alternatively, men are are associated with
reason, discourse, culture and mind (see Felman, 1975; and Lloyd,
1984). Where women assert their independence, and fail to conform to
society's stereotype of normal female behaviour, such behaviour may be
labelled as a sign of psychopathology (Rice and Rice, 1973). Chesler
has argued that mental illness in women involves 'overconformity’, or
’underconformity', to the prescribed female role:
Men are not usually seen as ’’sick” if they act out the male role 
fully - unless, of course, they are relatively powerless contenders 
for "masculinity”. Women are seen as "sick” when they act out the
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female role (are depressed, incompetent, frigid, and anxious) and 
when they reject the female role (are hostile, successful, sexually 
active, and especially with other women) CChesler, 1972, p.1183.
Although figures for the incidence of depression vary, women 
predominate. Two thirds of all psychiatric patients treated for 
depression are women (Wing and Hailey, 1972). For outpatient services, 
women outnumber men three to one. In a study of prescribing practice in 
Saskatchewan, Harding (1981) found that married women (20-29) were 
prescribed tranquillizers and sedatives four times more often than men 
of the same age, with antidepressants recording a ratio of eight to one 
in favour of women. These phenomenons do not appear to be restricted to 
diagnosis and treatment. Studies of untreated depression, at least in 
urban areas, also report approximately two to one ratios in favour of 
women (Varheit, Holzer and Schwab, 1973). Brown and Harris’s (1978) 
study of women in an inner London borough found that one third of women 
were equally depressed, or almost as depressed, as a group of women in 
active psychiatric treatment for depression. Studies of British, 
Scandinavian and North American samples document that between one 
quarter and one third of all women experience depression of moderate 
severity at some point in their lives (Klerman and Veissman, 1980).
A change in the peak age of onset of depression in women has been 
observed recently. Before 1945 this occurred after 40. A trend is now 
evident wherein the peak age of onset is during young adulthood 
(Veissman and Klerman, 1977). Beck (1979), the North American nurse, 
has suggested that this short-term trend may be a function of the 
'women’s movement’, echoing Veissman and Klerman’s (1977) suggestion
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that recent rises in the rates of female depression stemmed from rising 
expectations, increased career and educational oppportunities, and 
attempts to remedy social inequalities. A number of studies have also 
shown that the predomination of women in the depressive population can 
be accounted for by married women (see Baumgart and Oliver, 1981; 
Coleman and Miller, 1975; Radloff and Rae, 1979). Porter (1970) found 
that 85% of a general practice depressed sample were women: an 
equivalent proportion of these patients were married. In this context, 
it would appear that marriage may function as a buffer against 
affective disorder for young and middle-aged men, whereas for women of 
the same age, marriage appears to exercise a detrimental effect, being 
associated with higher levels of depression than in unmarried women.
The high proportion of married women within the female ’depressed* 
population, suggests that marriage may represent a source of stress, 
which increases the likelihood of a depressive illness. In a related 
context, affective disorder in retirement-age men, almost equals that 
of younger women, suggesting that the loss of employment status may 
have the same kind of detrimental effect upon men, as the existence of 
marital status has upon women.
P r e c i p i t a t i n g  F a c t o r s
Various hypotheses have been proposed to account for the predominance 
of affective disorder among women. A popular viewpoint has been that 
the sex difference merely represents a greater willingness, on the part 
of women, to acknowledge and admit to coping difficulties. This 
hypothesis was rejected by Veissman and Klerman (1977) who argued that 
higher prevalence of female depression was a real and complex,
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phenomenons This supported Paykel, Prusoff and Uhlenhuth’s (1971) 
finding that, despite some individual differences in ratings of how 
upsetting were certain life events, sex was not a significant 
distinguishing variable. More recently, however, a community survey of 
American adults (n=l,026) found only small differences between men and 
women for the most severe symptoms, a mixed pattern of differences for 
moderate symptoms and substantial differences:
...only for those symptoms judged by clinicians to be the least
indicative of poor mental health, i.e. feelings of sadness
(Hewmann, 1984: p.146 emphasis added).
These findings supported the hypothesis that relatively mild, if not 
clinically trivial, symptoms of distress could account for the female 
preponderance in depression. Newmann acknowledges, however, that the 
scale used in the study (Dohrenwend et al., 1980) taps themes of 
’personal wrongdoing’ and ’self-punitive urges’ which might be more 
salient features of 'male depression*. These findings were challenged 
indirectly by Barrett, Oxman and Gerber (1987) in their screening of a 
general medical practice, where the incidence of low-level (non- 
clinical) depression in women was one and half that for men. At the 
higher level, the female to male ratio was 2:1. Hewmann’s study does, 
however, highlight what may be a more important issue: that sex 
differences in the reported incidence of depression may be, in part, a 
function of the depression scale employed.
Female hormones often have been implicated in the genesis of affective 
disorder. Handley, Dunn and Baker (1977) found raised blood tryptophan 
levels, correlating with affective disorder, four days postpartum.
Given that such findings, however, have not been replicated by other
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researchers, only by the original research team, their value remains 
uncertain. The traditional association been the menopause and affective 
disorder finds little support in the research literature (Veissman and 
Myers, 1978). Notman (1979) believed that the symptoms of the menopause 
were socially acceptable targets for the expression of stress 
associated with the mid-life period. From a psychodynamic viewpoint, 
affective disorder in mid-life probably results from the psychological 
meanings attributed to the phenomenon! of the menopause, especially 
where the menopause was viewed as a signal of impending old-age, lost 
youth and beauty, or failed aspirations (Arieti, 1980). In a similar 
vein, Bowlby’s (1985) object-loss theory led to the view that an 
interrupted, or unstable, relationship with the mother could lead to 
depression in adulthood. Studies suggest, however, that the impact of 
loss and change in a child's living conditions, such as poverty and 
conflicts, have a stronger relationship with wellbeing in adulthood 
<cf. Belle, 1982). Older psychological hypotheses, such as Freud's 
concept of depression as the internalisation of anger with accompanying 
guilt, although popular, have never been substantiated. As noted 
earlier, women receive little encouragement to express anger about 
events in their lives. Their dissatisfaction may, instead, be shown 
appropriately' through the helplessness* of depression.
The learned helplessness pathway, described in Chapter 9, suggested 
that the social conditioning of young women reinforces helplessness, 
with the female stereotype experiencing limited means of responding to 
stress. As noted earlier, other cognitive explanations parallel some of 
Seligman’s hypotheses. The woman who meets with little 'success' in
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life becomes sad. She may generalise this lack of success to her life 
in general, reaching a conclusion that this means that she is a 
failure. Largely as a result of social conditioning, she then 
reproaches herself for her failure, thereby heightening the feelings of 
sadness. Lewinsohn and Amensen (1978) suggested that depression is 
likely to occur in the presence of punishing events which fall into 
three categories: marital discord, work hassles and receiving negative 
reactions from others.
Psychotherapy and depression
Despite the emphasis upon treatment of depressive illnesses by drugs 
and ECT, assumptions about the role of psychological or social factors 
in the genesis of depression, have generated a wide range of 
psychotherapeutic methods. These range from the manipulation of highly 
specific phenomena, such as ’negative thinking’ in cognitive therapy, 
to the more generalised interventions evident in group and family 
therapy. The use of ’traditional’, psychoanalytic psychotherapy has 
been reserved almost exclusively for mild depression or, as Arieti
(1980) observed, has been reported with only a few patients who were 
all treated in the intervals between depressive attacks. Shakir et al.
(1979) found that lithium compliance was enhanced in bi-polar 
depressives offered long-term group psychotherapy. It was not clear, 
however, whether this gain was a function of the group process or the 
more consistent supervision possible through participation in the 
sessions. An earlier study by Davenport et al. (1976) found that the 
course of bi-polar disorder was more benign following discharge from 
hospital, if the patient participated in group therapy with the spouse.
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In the case of less severe depression, Covi et al.(1974) found that 
patients who received a clinical trial of amitriptyline attained as
much symptomatic relief as subjects who also received analytic group 
psychotherapy.
The interaction of depressive illness and social relationships has been 
noted as worthy of attention. Ludwig and Abies (1974) and Mayo (1979) 
have both reported the use of marital therapy as an adjunct to drug 
treatent, Ludwig and Abies reported increased stability and reductions 
in marital conflicts, seperations and job and home changes: all common 
life problems following unipolar and bipolar breakdowns. They argued 
for an extension of traditional treatment:
...our results indicate that the interpersonal context of manic 
epressive disorder should be more thoroughly studied. It seems 
ighly likely that other humans interacting with a biologicallv 
susceptibie individual may exert considerable influence on the7 
initiation, alteration and perpetuation of excessive affective 
states. At a level of maximum speculation they may imply mutual, 
non verbal, subconscious ’’biochemical communication’’ between two 
intimate individuals can occur not only altering their internal
_° ca* mi*ieu but subtly altering their behaviour as well (Ludwig and Abies, 1974).
Such findings led Klerman and Schechter (1982) to suggest that the 
combination of drugs and psychotherapy in bipolar disorder, showed 
promise, but was a relatively neglected area of research.
Interpersonal therapy (McLean, 1976; Klerman et al., 1984) is a highly 
structured form of counselling directed at assisting problemsolving of 
present difficulties, rather than dealing with influential past 
experiences. Klerman et al. (1974) compared interpersonal therapy with 
’supportive interviewing’, as a continuation treatment for patients
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receiving amitriptyline, placebo, or no drug. At one year follow-up, 
the interpersonal therapy group showed better social functioning than 
those receiving support only, but were no less likely to have been 
depressed. A subsequent comparison by Veissman et si. (1979) of 
interpersonal therapy, amitriptyline and a combination of these two, 
showed that acutely depressed.patients improved equally under 
antidepressant and interpersonal therapy and both conditions were
icantly better than the supportive interviewing. The combined 
treatment showed better results than either therapy alone, but this was 
not statistically significant. McLean and Kakstian (1979) found that 
patients receiving interpersonal therapy showed a lower drop-out rate 
and made greater gains on nine out of 10 outcome measures at the end of 
therapy, when compared with traditional psychotherapy, antidepressant 
therapy and relaxation. However, at three month-follow-up, the 
interpersonal group were only marginally superior. Rehm*s (1977) self- 
control therapy, which focussed even more specifically on teaching 
self-monitoring, self-evaluation and self-reinforcement techniques, was 
more effective than non-specific group therapy and a waiting list 
control (Fuchs and Rehm, 1977) and social skills training (Rehm et si., 
1979). Roth et si. (1982) reported that a combination of self-control 
therapy and antidepressant medication produced more rapid improvement 
than self-control alone.
Cognitive therapy involves interventions which focus more specifically 
upon changing depressogenic cognitions. Beck and his colleagues were 
the first to report the advantages of this approach over antidepressant 
therapy, in the case of less severe depression in a non-hospital
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population (Rush et al. , 1977). Follow-up studies of patients receiving 
cognitive therapy show maintenance of gains, and lower drop-out rates 
(Kovacs et al., 1981). Blackburn et al. (1981) found that cognitive 
therapy was minimally more effective than pharmacotherapy for an out­
patients department sample, with a combination of these two treatments 
showing an additive effect. In a general practice sample, cognitive 
therapy alone and in combination with drugs, was superior to drugs 
alone. A later study by Murphy et al. (1984), involving a similar 
sample, failed to replicate the finding that the addition of cognitive 
therapy enhanced the pharmacotherapy.
On the basis of available evidence, the role of psychotherapy in the 
treatment of severe depressive disorder is unclear. Many studies 
indicating the superiority of psychotherapeutic methods have involved 
either very small samples or the study of mildly depressed volunteers 
recruited through advertisements. The paucity of controlled studies of 
more severely, and chronically depressed, subjects has been noted. It 
would also appear that various methods have achieved similar success 
rates over drugs, waiting list control conditions, or more generalised 
psychotherapeutic interventions, such as group therapy or social skills 
training. This may be due to the sharing of some psychological factor, 
such as a structured approach to problem-solving, organised involvement 
in naturally reinforcing activities and the gradual shaping of the 
patient’s expectations of recovery. In this vein Zeiss et al. (1979) 
suggested that the 'critical components’ of cognitive-behavioural 
therapy for depression might be:
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1. The use of a well-planned rationale which guides the patient towards 
the belief that (s)he can control her/his own behaviour,
2. Significant skills training to help the patient feel more effective 
in handling her/his daily life,
3. An independent skill-use structure to encourage the practice of 
coping methods outwith therapy, and
4. Attribution manipulation to encourage recognition that mood change 
results from the patient’s increased skillfulness.
From the perspective of dynamic psychotherapy, Arieti <1980) suggests 
that indications for psychotherapy exist in every case of ’severe 
depression’ (sic) and that prior or concomitant drug therapy or ECT do 
not make the patient less accessible to psychotherapy. Contrary to 
common practice, Arieti recommends psychotherapy strongly for 
hospitalised patients, especially where physical treatments have been 
ineffective or where the disorder is recurrent.
The Main Study : Experimental Design
A summary of the practice of nursing patients with affective disorder 
was provided in Part One, by reference to the nursing literature, 
through an analysis of the Scottish psychiatric nurse training 
programme and from descriptions of nursing practice contained in a 
sample of Scottish nurses’ self-reports. The traditional nursing 
approach to the care of this population appears to involve a special 
relationship between nurse and patient. The nurse tries to reduce 
distress actively by reassurance and encouragement, helping the patient
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to ’discharge’ other unpleasant feelings through conversation about 
life events. The conclusions reached in Part One echo Hein's (1980) 
view that nurse-patient interaction is aimed at the production of 
'therapeutic communication’, which differs from everyday communication 
in the sense that it is a planned approach, aimed at influencing the 
patient in a direction which serves her interests and welfare. In the 
main study reported in Chapters 14 - 16 of Part Three of the thesis, an 
attempt was made to evaluate the effect of this traditional role, 
comparing it with two, more specifically defined, relationships with 
depressed patients.
In Part Two a description was offered of some contemporary models of 
depression, each of which emphasises the role of congition as a 
mediational process, translating life events into depressive 
symptomatology. The experimental study reported in Part Three of the 
thesis, was based upon the assumption that cognitive processes played 
some part in the genesis of depressed mood in patients diagnosed as 
suffering from manic depressive psychosis. Although this assumption 
reflected the view of the cognitive theorists reported in Chapter 9, 
the author acknowledges that such a view is hardly exclusive to 
cognitive theorists. Contemporary dynamic psychotherapists, for 
example, also have emphasised the central role of "depression-prone 
cognitive components" (Arieti 1978; p. 220)
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O u t l in e  o f  a  h y p o t h e t i c a l  m odel o f  a f f e c t i v e  d i s o r d e r
The author's conceptual model upon which the study was based is shown 
in Figure 13.1. The model conceptualises the clinical features of 
depression as the end result of a process which begins with the 
patient’s response to events which occur in her life. The model assumes 
that the patient interpretation of these events involves a number of 
perceptual errors, where she ignores or censors positive experiences of 
self or the world, focussing instead upon negative experience or 
personal inadequacy. At the same time, or soon after, the model assumes 
that the patient may make judgemental errors, by exaggerating the 
importance or significance of certain events, or minimising her own 
capacity to deal with such events, or more generally in devaluing her 
skills or accomplishments. These negative cognitions generate different 
kinds of affective disturbance, experienced on a psychic level as 
guilt, sadness or despair; and in somatic terms as lethargy, pain or 
tension. These emotional reactions inhibit the performance of ’normal’ 
coping responses, stimulating instead the display of patterns of 
behaviour which represent passivity, helplessness or other responses 
which might be characterised as ’illness’ behaviour.
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Figure 13.1 Hypothetical Model of Affective Disorder
PAST
EXPERIENCE
COGNITION
AFFECT--------1
The conceptual model acknowledges the role played by past experience, 
or learning, in fostering the negative thinking style which mediates 
between life events and their emotional sequelae. It also acknowledges 
that biological or biochemical processes, as yet not fully understood, 
can also affect the patient’s thinking style and ultimately her 
feelings. The model describes affective disorder as the behavioural 
outcome of affective disturbance, which is a function of the 
interaction of present cognitive errors, past experience (or learning) 
and the patient's biophysical make-up.
The model assumes that, where the affective disorder is chronic in 
nature, the focus of the patient's perceptual and judgemental errors
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are upon her own behaviour, rather than the original ’triggering’ life 
events. The model hypothesises that the behavioural manifestation of 
affective disorder is maintained by a ’vicious circle’ which involves 
dysfunctional pereception and appraisal of the patient’s behavioural 
state, which increases or maintains affective disturbance, which in 
turn maintains or exaggerates the behavioural deficits associated with 
affective disorder, which in turn is re-appraised negatively by the 
patient, setting the cycle in motion once more.
A im s o f  t h e  M ain (E x p e r im e n ta l)  S tu d y
The main (experimental) study aimed to answer the following questions:
i )  Vhat e f f e c t  d o  s p e c i f i c  fo r m s  o f  n u r s in g  i n t e r v e n t i o n  h a v e  upon t h e  
m an ic  d e p r e s s i v e  p a t i e n f s  p e r c e p t i o n  o f  h e r s e l f  i n  r e l a t i o n  t o  h e r  
c o n d i t i o n ?  As reported in Part Two, women diagnosed as suffering from 
manic depressive psychosis, when ’in remission', can be distinguished 
from a normative sample in terms of their locus of control scores. This 
may serve as a process factor in the development of further depressive 
episodes. In Chapter 11, a measure of the patient's 'depression locus 
of control* was described. In the main (experimental) study reported in 
Part Three of the thesis, an attempt was made to monitor this measure 
of cognitive style, across time and across different nursing 
interventions. The study’s research hypothesis predicted that subjects 
receiving the 'traditional' or R o u tin e  N u r s in g  C are  (RFC) and a S e l f  
E v a lu a t io n  (SE) programme of care would show no significant change 
between baseline, discharge and follow-up, whereas the scores of 
subjects exposed to a nursing intervention described as M o d if ie d
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Cognitive Therapy (MCT) would become more internalised at discharge and 
follow up.
ii) V bat e f f e c t  d o  t h e s e  fo r m s  o f  n u r s in g  i n t e r v e n t i o n  h a v e  upon o t h e r  
m e a s u r e s  o f  th e  m an ic  d e p r e s s i v e  p a t i e n t ' s  p a t h o l o g i c a l  s t a t e ?  Three 
features are typically regarded as important characteristics of the 
presence of, or susceptibility to, affective disorder. These are : 
reports of negative affect (Beck e t  a l . t 1961); reports of negative 
thoughts (Hollon & Kendall, 1980); and underlying dysfunctional beliefs 
(Veissman and Beck, 1978; Burns, 1980). The main (experimental) study 
reported in Part Three of the thesis, aimed to compare the effect of 
the three nursing interventions (RFC, SE and MCT)on these features of 
affective disorder. In addition to monitoring any change across time 
and conditions, the main study aimed to establish whether or not the 
subjects* scores returned to within ’normal limits’ on remission, when 
compared to an appropriate normative population. The research 
hypothesis of the main study predicted that subjects exposed to the 
R o u tin e  F u r s in g  C are  and S e l f  E v a lu a t io n  interventions would show no 
significant positive changes in their scores on these three measures, 
whereas the scores of subjects exposed to the M o d i f i e d  C o g n i t iv e  
T h era p y  intervention would show a significant positive change at 
discharge at follow up.
iii) Do m a n ic  d e p r e s s i v e  p a t i e n t s  p e r c e i v e  a n y  d i f f e r e n c e  b e tw e e n  t h e  
k i n d s  o f  n u r s in g  i n t e r v e n t i o n  o f f e r e d , a n d  th e  r o l e  o f  n u r s e s  i n v o l v e d  
i n  th e  d e l i v e r y  o f  t h e i r  c a r e ?  As described in Part One, the 
traditional role of nurses caring for depressed people involves
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offering general psychosocial support as an adjunct to medical 
intervention. Two alternatives to this traditional role were offered in 
the main (experimental) study: the Self Evaluation (SE) and the 
Modified Cognitive Therapy (MCT)interventions. The research hypothesis 
of the main study predicted that subjects receiving the Modified 
Cognitive Therapy would comment more favourably upon their overall 
care, by comparison with subjects receiving the Routine Nursing Care 
and Self Evaluation interventions.
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CHAPTER 14
THE MAIM (EXPERIMENTAL) STUDY : METHOD 
O v e r v ie w  o f  th e  e x p e r im e n ta l  d e s ig n
The experiment used an unrelated, randomised subjects design 
(Kerlinger, 1986). Three independent variables were defined:
i) Routine nursing care (RFC),
ii) Self evaluation (SE) and
iii) Modified cognitive therapy (MCT).
Five dependent variables were identified. These represented self-report 
ratings of:
1. depression,
2. negative automatic thoughts,
3. dysfunctional beliefs,
4. locus of control and
5. satisfaction with care and treatment.
The measures of the dependent variables are summarised in Table 14.1.
Table 14.1 Measures of dependent 
Dependent Variable
1. Depression
2. Negative automatic thoughts
3. Dysfunctional beliefs
4. Locus of control
5. Satisfaction with care 
and treatment
variabl es
Measure of Dependent Variable
Beck Depression Inventory (BDI). 
Automatic Thoughts Questionnaire 
(ATQ30).
Dysfunctional Attitude Scale 
(DAS)
Depression Locus of Control 
Scale (DLCS).
Patient Satisfaction Scale (PSS).
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Four of the dependent variables (depression, negative automatic 
thoughts, dysfunctional beliefs and locus of control) were assumed to 
represent significant characteristics of affective disorder.
The main study’s research hypotheses predicted that no significant 
difference would exist between subjects exposed to the independent 
variables, Routine Fursing Care (RFC) and Self Evaluation (SE) on all 
five measures of the dependent variables. The main study also 
hypothesised that subjects exposed to the independent variable Modified 
Cognitive Therapy (MCT), would show significantly greater improvement, 
on all five measures of the dependent variables, than either of the 
other two groups (RFC and SE).
Selection and allocation of subjects
The recruitment of research subjects and their subsequent allocation to 
the three experimental conditions (RFC, SE and MCT) was as follows:
1. Women with affective disorder were admitted to the ward from home or 
transferred from other wards within the psychiatric service. On 
admission, each patient was interviewed by two psychiatrists 
independently, using the Feighner Criteria (Feighner et al.t 1972). 
Patients who satisfied the following criteria were considered eligible 
for inclusion in the study*. Subjects for the main (experimental) study 
were required to have had:
* An outline of the study, including the criteria detailed here, was 
approved by the Research Sub-Comittee of the Health Board, within whose 
area of jurisdiction the study was mounted.
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i) at least one previous hospital admission for treatment of manic 
depressive psychosis,
ii) No receipt of electro-convulsive therapy (ECT) within the 
previous six weeks.
iii) a diagnosis of 'primary affective disorder: depression* on the 
Feighner et al. (1972) Diagnostic Criteria, made by two psychiatrists, 
interviewing the patient independently.(These research diagnostic 
criteria were used routinely, for the selection of subjects for 
psychiatric research studies within the ward). A recent study (Coryell 
and Zimmerman, 1987) compared three diagnostic systems: Feighner et 
al.' s criteria, the Research Diagnostic Criteria (Spitzer et al. , 1978) 
and the Diagnostic and Statistical Manual III (American Psychiatric 
Association, 1980). The authors confirmed the validity of these three 
'competing' systems noting that their results "do not, moreover, 
support any one system over the others (p.1472)"
The patient was required to meet the following three criteria 
(summarised from Feighner et al., 1972: p.58):
A) Dysphoric mood characterised by symptoms such as, depressed, 
sad, blue, despondent, hopeless, "down in the dumps",
irritable,fearful, worried or discouraged.
B) At least five of the following: 1) poor appetite or weight 
loss, 2) sleep difficulty (insomnia or hypersomnia), 3) loss of energy, 
4) agitation or retardation, 5) loss of interest in usual activity or 
decrease of sex drive, 6) feelings of self-reproach or guilt (either 
may be delusional), 7) complaints of, or diminished ability to think or 
concentrate, 8) recurrent thoughts of death or suicide.
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C) A psychiatric illness lasting at least one month, with no 
preexisting psychiatric conditions such as schizophrenia, anxiety 
neurosis, phobic neurosis, obsessive-compulsive neurosis, hysteria, 
alcoholism, drug dependency, antisocial personality, homosexuality and 
other sexual deviations, mental retardation or organic brain syndrome.
2. A routine nursing assessment was conducted on all patients as soon 
as was convenient after admission (Hume, Barker & Robertson, 1985). 
This included an informal assessment of the patient's motivation to 
participate in the research programme. Patients who gave informal 
(verbal) consent to inclusion in the study were discussed further at 
the medical/nursing team meeting. Patients classed as eligible were 
allocated a code number, based on their admission order, and assigned 
to a waiting list.
3. Prior to transfer to the study, the patient's key nurse (who was 
responsible for the co-ordination of her care) explained the background 
to the research programme. The voluntary nature of the patient’s 
involvement was explained and her written consent sought (see Appendix 
12). The patient’s right to withdraw from the study at any stage was 
emphasised.*
4. The psychiatrist in charge of the patient’s case was notified 
formally of her inclusion in the study (see Appendix 13) and a written 
record entered in the patient’s nursing notes.
Six patients declined to participate and were offered the routine 
nursing and medical care afforded by the ward
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5. Participating subjects were allocated to one of the three 
experimental conditions, Routine Nursing Care (RNC), Self Evaluation 
(SE) or Modified Cognitive Therapy (MCT), on the basis of their code 
number. Allocation to the three experimental conditions was determined 
in advance by the author using random number tables. Introduction of 
the subjects to the study varied between the first few days and the end 
of the second week after admission. Entry date was determined by the 
number of subjects in ’active* treatment and the availability of 
nursing personnel to operate the experimental intervention.
Measures of the dependent variables
Five measures of the five dependent variables were involved in the 
study. Four involved measures of clinical characteristics assumed to be 
relevant to the construct of affective disorder. The fifth related to 
the subjects’ perception of the care and treatment received. All 
measures of the dependent variables involved self-report ratings.
Prior to the commencement of the study two direct observational methods 
had been tested on the ward, in an assessment of their possible role as 
measures of one of the dependent variables. The time-sampling method 
described by Williams, Barlow and Agras (1972) is a direct 
observational method for the measurement of the behavioural 
characteristics of affective disorder. This format was tested over a 
three-week period. Using nurse observers from the ward team, inter- 
observer reliability failed to achieve an acceptable level. The design 
of the living environment, which comprised various rooms, corridors, 
toilet areas, bathrooms and three dormitories, made direct observation
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of the subjects difficult using this time-sampling method. A revised 
version of this format, which allowed for some of these geographical 
features, was developed by the author and tested over a further two- 
week period. However, due to the subjects’ relative freedom of movement 
within the environment, a low percentage of total observations was 
recorded and inter-observer reliability remained low. In view of the 
difficulties met in the use of these direct observational methods and 
in consideration of the experiential nature of depression, a decision 
was taken to use only self-report measures in the experimental study.
The measures used in the assessment and evaluation of the subjects are 
described below. Measures 1 - 4  were completed by the patient, under 
the supervision of a nurse, on admission to, and discharge from, the 
main study. These four measures were also completed under nursing 
supervision at a follow-up interview held in the patient’s home, six 
months after discharge. Each of these four measures is described below 
in terms of the content of the measure, reported reliability and 
validity and a simple rationale for its inclusion as a measure of the 
dependent variable.
The subjects were also given the Patient Satisfaction Scale (PSS) at 
the follow-up evaluation. Each subject was asked to complete this 
independently and to return the scale in a stamped addressed envelope 
to the author.
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1. The Beck Depression Inventory (BDI): This scale measured the
dependent variable depression, expressed by one of the following 
attributes:
1. Specific mood change,
2. Negative self-concept associated with self-reproach and self­
blame,
3. Self-punitive wishes,
4. Vegetative changes and
5. Change in activity level.
The scale comprised 21 items, each involving four self-evaluative 
statements defined by a four-point CO - 3) ordered scale (see Appendix 
14). The subject was asked to identify the response to each item which 
most reflected herself over the past week, including the day of 
completion of the scale. The possible scores ranged from 0 to 63. The 
item representing ’guilt’, shown below, is typical of the scale 
overall:
0 I don't feel particularly guilty
1 I feel guilty a good part of the time
2 I feel guilty most of the time
3 I feel guilty all of the time.
The original scale was designed to be scored by an interviewer (Beck et 
al,. 1961). The self-report version used in the study was described by 
Beck and Beamesderfer (1974). The items were derived from systematic 
observation of the distinguishing characteristics of depressed 
patients. Those characteristics which appeared to be specific for
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depression, and which were consistent with descriptions in the 
psychiatric literature, were selected. In Beck et al.’s (1961) original 
study, a panel of psychiatrist judges offered a consensus view of the 
severity responses to each item, as part of the validation of the 
instrument.
Beck and Beamesderfer (1974) reported on the development of the scale. 
The split-half reliability coefficient of 0.93 was computed using the 
Spearman-Brown formula (n=97). The stability of the scale was tested by 
repeated administration over a four-week period: changes in BDI scores 
paralleled changes in clinicians' ratings. Concurrent validity was 
tested by correlating the BDI with the Hamilton Rating Scale for 
Depression (Hamilton, 1967)tr = .75]; and Zung Self-Rating Depression 
Scale (Zung, 1965)[r = .76], The normative data reported by Beck and 
his colleagues were used as a comparison for the study population.
Although all subjects had already been diagnosed as suffering from 
•primary affective disorder: depression' by two psychiatrists, this 
measure provided data on the subject’s experience of depression. The 
BDI provided a format for classifying subjects in terms of levels of 
'severity* of depression, by comparison with existing norms.
2. The Automatic Thoughts Questionnaire (ATQ30): This scale measured 
the frequency of occurrence of the dependent variable negative 
automatic thoughts (negative self-statements) associated with 
depression. The scale, which was developed by HoiIon and Kendall 
(1980), requires subjects to rate the frequency of occurrence of thirty
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thoughts over a one-week period using a five-point (1 - 5) ordered 
scale: 1 = ’’not at all” to 5 = ’’all of the time” (see Appendix 15). The 
item pool was generated from a student sample (n=788) who described 
thoughts which "just popped into their heads” during ’depressing’ 
episodes. A sample of 100 representative thoughts were adminstered to a 
second sample <n=312) who also completed the BDI and the MMPI-D 
(Hathaway & McKinley, 1943). Thirty items which discriminated between 
depressed (n=12) and non-depressed (n=20) subjects were identified in 
the final scale.
Correlations between the ATQ-30, the BDI and the MMPI-D, using the full 
sample were statistically significant (p < 0.01). Split-half and 
coefficient alpha (Richardson and Kuder, 1939) reliabilities were .97 
(p <0.001) and .96 (p <0.001) respectively. Item-to-total correlations 
were significant at the 0.001 level or beyond for all thirty items, 
Hollon and Kendell’s study surveyed only young university students 
(mean age 20.2 years CSD = 4.34]).
Formative sample. To allow for the possible effects of age on scoring, 
a normative sample, was drawn by the author from a female non-clinical 
community population (n=107), as a comparison group for the outcome 
evaluation. The sample subjects were drawn using random number tables 
from a pool of approximately 350 nurses who were employed within the 
health district within which the main (experimental) study was 
implemented. The nurses comprising the sample pool were tutorial staff 
in a College of Nursing, and Nursing Officers and clinical nurses, 
from one psychiatric and one mental handicap hospital. The subjects
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were invited to complete the ATQ30 as "part of a wider nursing research 
project'*. The subjects completed the scale anonymously, noting only 
their age and occupational status. The sample <n=107> represented the 
nurses who responded to the invitation to participate in the normative 
study, by returning completed copies of the scale. The age range of the 
sample was 22 - 57 years (X=36.4). The classification of the 
occupational status of the sample is shown below:
1. Senior trained nurses: this comprised tutors, clinical 
teachers, nursing officers and Ward Sisters (25% of total sample).
2. Trained nurses : registered mental nurses, registered mental 
handicap nurses and state enrolled nurses (29%).
3. Untrained nursing staff: nursing assistants (46%),
The ATQ30 provided a format for collecting discrete data on negative 
automatic thoughts, which have been reported to have a positive 
correlation with affective disorder.
3. The Dysfunctional Attitude Scale (DAS): This scale measured the 
dependent variable dysfunctional beliefs. The scale was developed by 
Veissman and Beck (1978) to measure beliefs which were assumed, under 
Beck’s cognitive theory of depression (Beck, 1967), to constitute 
predispositions to depression. The original scale comprised 100 items. 
Abbreviated parallel forms of the scale, described as DAS and DAS-B, 
have been developed using factor analysis. Reliability reported for a 
student sample (n=70) was .86 CDAS] and .87 CDAS-BJ (Veissman amd Beck, 
1978). Validity studies with students suggest a satisfactory level of 
correlation between the 100-item scale and the BDI (r=0.65)
- 216-
A shortened, 35-item version of the Dysfunctional Attiude Scale was 
described by Burns (1980) and has been used in research with 
psychiatric subjects (Durham and Turvey, 1987). This shorter and 
simplified scale was considered more appropriate for the sample 
subjects, most of whom could be expected to be suffering from 
concentration difficulties (see Appendix 16). The scale asked the 
subjects to respond to 35 general statements which reflected beliefs 
about human relationships and social life: for example, "criticism will 
obviously upset the person who receives the criticism?'. Each item was 
rated using a 5-point (1 - 5) ordered scale: 1 = "agree strongly" to 5 
= "disagree strongly". The resultant total score provided an indication 
of the level of ’psychological strength' (high score) or 'emotional 
vulnerability’ (low score) shown by the individual.
Warmitive sample. Normative data for this shortened version of the DAS 
was obtained from the female, non—clinical sample reported under the 
ATQ30 on the previous page. A larger proportion of the normative sample 
returned completed versions of the shortened DAS (n=124>. The 
proportions of the sample within the three occupational classes, 
however, was similar to that reported for the ATQ30 survey: Class 1,
22%, Class 2, 28%, Class 3, 50%.
The shortened DAS provided a simple means of collecting discrete data 
on dysfunctional beliefs which, within Beck’s (1967) theory of 
affective disorder, constitute predisposing factors for the stimulation 
of negative automatic thoughts and, subsequently, depressed affect.
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4. The Depression Locus of Control Scale (DLCS): This measured the 
dependent variable locus of control. This 10-item scale measured the 
subjects’ view of herself as a 'depressed person’, in terms of assumed 
levels of 'internality' (low score) and ’externality’ (high score). The 
development of the scale, along with reliability and validity data, 
were presented in Chapter 11 in Part Two of the thesis.
The DLCS provided a simple means of collecting discrete data on locus 
of control. In Rotter’s (1966) view the existence of highly 
externalised scores suggested an emotional vulnerability, which might 
predispose the subject to feelings of helplessness and subsequently 
depressed affect.
5. The Patient Satisfaction Scale (PSS): This measured the dependent 
variable satisfaction with care and treatment. The PSS was a 35-item 
scale designed to assess the subjects’ appreciation of the care and 
treatment received during their stay within the project. Subjects were 
asked to complete this measure independently, following the six-month 
follow up. The scale was a revision of a similar scale developed by 
McGivern (1972) and was adapted with the full permission of the author 
(McGivern, 1983). Subjects were asked to evaluate various aspects of 
the organisation and delivery of care and treatment (see Appendix 17). 
Each item was rated using a 0 - 4 scale. Levels of ’satisfaction’ were 
classified by the author as follows:
'very dissatisfied’ : 0 - 3 5
’dissatisfied’ : 36 - 70
’satisfied’ : 71 - 105 
'very satisfied' : 106 - 140 
Normative data on the PSS has not been reported.
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The Hypotheses
full Hypothesis 1. Measures of depression on the BDI will not differ 
significantly between groups RFC, SE and MCT at discharge.
Research Hypothesis 1. The MCT group will yield lower BDI scores than 
RFC or SE at discharge
Full Hypothesis 2. Measures of depression on the BDI will not differ 
significantly between groups RFC, SE and MCT at follow-up 
Research Hypothesis 2. The MCT group will yield lower BDI scores than 
RFC or SE at follow-up.
Mull Hypothesis 3. Measures of negative automatic thoughts on the ATQ30 
will not differ significantly between the three groups RFC, SE and MCT 
at discharge.
Research Hypothesis 3. The MCT group will yield lower scores on the 
ATQ30 than RFC or SE at discharge.
Mull Hypothesis 4. Measures of negative automatic thoughts on the ATQ30 
will not differ significantly between the three groups RFC, SE and MCT 
at follow-up.
Research Hypothesis 4. The MCT group will yield lower scores on the 
ATQ30 than RFC or SE at follow-up.
Mull Hypothesis 5. Measures of dysfunctional beliefs on the DAS will 
not differ significantly between the three groups RFC, SE and MCT at 
discharge.
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Research Hypothesis 5. The MCT group will yield higher DAS scores than 
RUC or SE at discharge.
Mull Hypothesis 6. Measures of dysfunctional beliefs on the DAS will 
not differ significantly between the three groups RMC, SE and MCT at 
follow-up.
Research Hypothesis 6. The MCT grou will yield higher DAS scores than 
RHC or SE at foilofup.
Full Hypothesis 7. Measures of locus of control on the DLCS will not 
differ significantly between the three groups RIC, SE and MCT at 
discharge.
Research Hypothesis 7. The MCT group will yield lower, more 
internalised, scores on the DLCS compared with the RNC and SE groups at 
discharge.
Full Hypothesis 8. Measures of locus of control on the DLCS will not 
differ significantly between the three groups RIC, SE and MCT at 
follow-up.
Research Hypothesis 8. The MCT group will yield lower, more
internalised, scores on the DLCS comparted with the RIC and SE groups 
at follow-up.
Full hypothesis 9. Measures of satisfaction with care and treatment on 
the PSS will not differ significantly between the three groups at 
follow-up.
Research Hypothesis 9. The MCT group will show higher scores on the PSS 
than RIC or SE at follow-up.
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Data analysis
All data generated from the study were in the form of ordinal scores. 
Consequently, all analyses involved non-parametric tests.
Analysis of uncontrolled variables. Between group comparisons of age 
and number of previous hospital admissions of all subjects, on 
admission to the study, were analysed using Kruskal-Vallis One-way 
Analysis of Variance by Ranks (Seigel, 1956). Retrospective analyses of 
drug treatment offered to each subject, and length of stay within the 
study for each'subject, were undertaken at follow-up using the same 
Kruskal-Vallis between groups comparison.
Analysis of measures of dependent variables. All three groups were 
compared in terms of within-groups changes between admission and 
discharge scores on all measures, using Vilcoxon Matched-Pairs Signed 
Ranks Test CSeigel, 1956). Where significant differences existed 
between the three groups, paired comparisons were undertaken on each 
dependent variable, using the Mann Whitney U Test (Seigel, 1956). Here, 
two comparisons were made between the two groups which showed the 
greatest apparent difference when the data were presented graphically.
The significance level for each two-tailed test was set at the .05 
level; one-tailed tests set at .025.
Clinical significance. Jacobson, Follette and Revenstorf (1984) 
proposed a reliable change index (RC) in an effort to objectify the 
concept of 'clinically significant change’. Their RC was equivalent to
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the difference score (post minus pre) divided by the standard error of 
measurement of the dependent measure:
RC - ()(2 - )(i )/Se:
where Se  = standard error of measurement;
X 1 = pretest score;
X2 = posttest score.
These authors recommended use of the following forumla for calculation 
of the standard error of measurment:
Se = Si >/l - rxx
where si = the standard deviation;
rxx = the reliability of the measure.
Christensen and Mendoza (1986) proposed a correction of this formula 
using the standard error of difference between the two scores rather 
than the standard error of measurement which, they argued, relied upon 
access to the subject's true pretest score. Their significant change 
index (SC) subsequently was accepted as "entirely appropriate" by 
Jacobson et al. (1986) and used the following formula:
SC = X* - Xi 
S d i  f f
where Salff = standard error of difference between two test scores:viz.
S<j iff = (Se  ) 2
Christensen and Mendoza's SC index was used to evaluate the level of 
clinically significant change occurring within each group on each 
dependent measure. Christensen and Mendoza (1986) suggested that where:
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SC >+1.96...one would conclude that the pre- to posttest change is 
(probably) not due to measurement error alone but is a real change 
in the true score due to experimental treatment (Christensen and 
Mendoza, 1986 p.307).
The SC index was used to evaluate the level of clinically significant 
change occurring within each group on each dependent measure, using 
+1.96 (.05 level) as the cut-off point.
The subjects
Thirty subjects completed the course of the study up to, and including, 
a six-month follow up after discharge from the ward. A sample of 45 
subjects (3 groups of 15) was the original target. Eight subjects who 
agreed to participate in the study were withdrawn at some point 
following their commencement. Four subjects were given a course of ECT 
(1XRNC, 1XSE, 2XMCT) and four asked to withdraw prior to discharge (two 
each from RNC and SE). In order to complete the project on schedule the 
study closed when ten subjects had completed each experimental 
condition.
All subjects were diagnosed as 'primary affective disorder: Depression’ 
on the Research Criteria of Feighner et al. (1972). The consultant 
psychiatrist confirmed that, in the case of the research subjects, this 
research diagnosis was synonomous with the ICD (WHO, 1978) diagnosis of 
manic depressive psychosis (Naylor, 1987). All subjects were receiving 
drug therapy on admission to the ward. This was adjusted to conform to 
a prescription agreed between the author and the consultant 
psychiatrist of the ward whereby a standardised list of antidepressant
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across
drugs was used as the sole basis of medical intervention. This 
procedure guaranteed a degree of uniformity of medical treatment 
all subjects. No subject had received ECT within two months of her 
admission to the study. All subjects, including withdrawals and drop­
outs, were female.
The composition of the three groups is illustrated in Table 14.2. A 
vignette of one subject from each of the three groups is provided in 
Appendix 18. The mean age of subjects in the SE group was higher than 
the means of the other two groups, but this was not significant <H=4.8, 
d.f.=2, ns). No significant difference was evident either for numbers 
of previous admissions <H=0.05, d.f.=2, ns).
Table 14,2 Composition of the Experimental Groups: Age on admission 
and previous number of admissions.
Routine Nursing Self Evaluation Modified Cogniti\sai e Therapy
Subj ect Age P. A. Age P. A. Age P. A.1. 48 5 1. 70 2 1. 30 22. 36 3 2. 69 8 2. 34 43. 36 11 3. 36 11 3. 35 54. 53 3 4. 59 6 4. 39 45. 42 2 5. 35 5 5. 68 46. 46 4 6. 62 3 6. 72 67. 35 5 7. 70 2 7. 38 48. 34 2 8. 53 2 8. 34 29. 51 2 9. 40 3 9. 28 410. 28 3 10. 37 2 10. 37 2
X = 40.9 4 53.1 4.4 41.5 3.7
^  s = -8.3 - 2.7 15x1 -3,1 15,4 -1.3
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Procedure
Subjects were allocated randomly to one of three experimental groups 
No attempt was made to match subjects across conditions. The 
experimental groups were as follows:
RMC: Routine Nursing Care group subjects received a programme of care 
involving interactions similar to those described in the nursing 
literature review, the analysis of the training literature and the 
critical incident survey reported in Part One. Given the apparent 
similarity between the descriptions of 'routine nursing care’ reported 
in the study of the ward team <see Chapter 6) and the descriptions of 
nursing care in the literature and the other two sub-studies, the 
traditional practice on the ward was accepted as typical of ’routine 
nursing care* in general. This intervention was described as an 
experimental’ manipulation, since the control exerted over time spent 
with the subject, content of the interaction and the nurse's attitude 
towards the patient’ as a subject, may well have distinguished this 
intervention from the ’routine care’ offered to patients not involved 
in the main study.
The general format of care involved a regulari sat ion of the 
interactions reported in Chapter 6, as follows. Each day, a nurse would 
contact the subject, enquire in general terms about her psychological 
and physical state and invite her to identify a topic for discussion. 
Usually this involved discussion of the subject’s feelings, problems 
encountered on the ward or which awaited her on discharge. The nurse 
concentrated upon helping the subject to identify and express her
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feelings; describe her problems; provide reassurance and general 
support; and help her to work out ways of dealing with her problems, 
giving advice if requested, or if the nurse thought this would be 
appropriate. This interaction was entirely verbal. Apart from ’logging’ 
the time spent in the interaction, and recording any important 
information in the nursing notes, no written records of any kind were 
maintained.
If the subject did not wish to discuss her ’illness’ or its 
concomitants, the nurse suggested that they might engage in some 
activity or have a conversation on other, more general topics.
SB: Self Evaluation group subjects were approached initially in the 
same manner as RNC above, and invited to set an agenda for discussion. 
Once the subject had identified a problem, she was encouraged to 
summarise this in writing on a card (see Fig.14.1). The subject was 
helped to define the nature of her problem in simple terms. This 
usually involved describing how she felt about herself, things which 
had happened to her, or things which she thought needed to be done in 
her everyday life. The subject was shown how to rate the ‘severity’ of 
the problem at that time. The nurse would ask her: ”how distressing do 
you find this situation?” The ’importance’ of the situation was defined 
by asking her:”how important is it for you to resolve this feeling, or 
to be able to do this?”
In the early sessions, the subject was helped to define her problems 
using this format. In the subsequent sessions, she was asked to select
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one problem from the ’problem list’ for closer attention. The nurse and 
subject then discussed how she might deal with unpleasant emotions, or 
face awkward or upsetting situations. During these interactions the 
nurse tried to stimulate ’solutions’, encouraging the subject 
periodically, and suggesting slight modifications or adaptions. The 
nurse was required to avoid ’advising’ the subject directly. The 
subject was encouraged to write down some of these ideas in the form of 
an a i d e  m em o  i r e .
Problem List How Severe ? How Important ?
c a n ' t  $ueef> 10 10
?UL / V(? L it  Ms Hvs&ln DOUHj 9 10
CAh T  TALK To 4 / v y 8 9
CAM’T <& OUT 10 (0
h r z v j  FCtuiSQ/M He Ad 9 10
j
NAME . G U M ...........  d a t e  d lf a f t ..to
F i g u r e  1 4 . 1  : E x a m p l e  o f  t h e  ' P r o b l e m  L i s t ' ,  d e s c r i b i n g  f i c t i t i o u s  
p a t i e n t  a n d  p r o b l e m s , illustrating the first series of ratings of 
’severity’ and ’importance’.
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At the close of the interaction, the subject was encouraged to try 
using her ’solutions’ as an experiment, reporting back to the nurse 
later that day or the following day.
HOT. Modified Cognitive Therapy subjects were approached initially in 
the same manner described above for the other two groups. In the early 
sessions, the assessment identifed what the subject saw as her main 
problems. She was encouraged to document these using the ’problem list' 
described for the SB group above. All subsequent interactions centred 
upon the use of a structured care programme which was described in 
detail in the ’patient’s manual’ (Appendix 19) : an outline of a six- 
stage programme ’self-change’ programme designed by the author, 
influenced by the theory and practice of cognitive therapy, as 
described by Beck et al., 1979) and other psychotherapy theorists.
Theoretical basis of the MCT intervention. The highly didactic nature 
of the nurse’s interaction with MCI group subjects was evocative of 
Ellis’ emphasis in Rational Emotive Therapy (RET) upon an active- 
didactic approach to helping people detect and dispute the ’irrational 
demands’ which trigger their emotional disturbance (Ellis, 1962). Ellis 
has also noted that essential ingredients of RET are role-playing 
si/uations which involve irrational beliefs, behavioural experiments 
outwith the therapy session, using imaginative techniques and self­
reward CBllis, 1973). These elements also figured prominently in the 
MCT intervention.
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The emphasis of the MCT intervention upon the ’here and now* was
influenced in part by Beck’s cognitive therapy, but also owed something
to specific ideals inherent in Morita psychotherapy (Reynolds, 1981).
This approach to emotional distress, which originated in Japan and is
heavily imbued with Eastern attitudes and philosophy, emphasises that
'doing* and 'action' is more important than feelings or thoughts about
doing and action. Gibson (1974) recommended the possibility of a
fruitful exchange between Morita therapists and behaviour therapists.
In this vein Reynolds (1985) has observed that:
Behaviour is what counts. Not emotion. Not even the results of 
behaviour. Vhat I do is the only thing in life that I can 
control. No one can guarantee a life of good feelings. No one can 
guarantee that our efforts will bring the results we hope for 
Ve must be clear on what is controllable (p.18).
In the early stages of the MCT intervention, where the nurse tried to 
encourage the patient to become more active, or to attend to necessary 
everyday chores, the nurses encouraged the subject to 'do what needs to 
be done', a phrase borrowed from Moritist writings. In a typically 
Moritist fashion, the nurse was advised to suggest to the subject that 
even such activities as 'getting up in the morning, preparing breakfast 
and talking with someone* are skills, which are by no meams trivial.
The emphasis upon helping the subject to learn ’how to become more 
active, by doing what needs to be done' reflects, in part, a Moritist 
outlook on everyday behaviour.
The core of the MCT intervention was influenced, however, by the work 
of Beck et al. (1980). Some, although not all, the practical suggestions 
for encouraging the subject to become more active, to gain more self­
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reinforcement from her own behaviour and to learn how to identify and 
challenge discrete thinking errors, were drawn from Beck et al. This 
specific approach to helping patients with affective disorder has been 
the subject of several research studies, although the author was unable 
to locate any studies which focussed upon manic depressive subjects.
The key research studies, were reported in Chapter 13.
The structure of the MCT intervention. The programme used by the nurse 
involved specific strategies which focussed upon problems typical of 
severely depressed people. The areas emphasised are described briefly 
below. These areas were defined in detail in the ’patient’s manual’ 
(Appendix 19), which included specific suggestion as to how the subject 
might change established patterns of dysfunctional behaviour or 
thinking. The areas emphasised were :
1. - increasing activity: ways of overcoming lethargy and low 
motivation in order to become more active, and do tasks or chores which 
were necessary or potentially stimulating.
- mastery and pleasure training: ways of helping the subject 
become aware of the value of her behaviour, in terms of levels of 
achievement or enjoyment.
2. - identifying negative thinking: helping the subject to 
understand the possible relationship between her thinking style and her 
mood. This area also focussed upon helping the subject to 'catch*, or 
attend to, her negative thinking during everyday activity.
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3. challenging negative thinking: ways of helping the subject 
judge the rational value of her own thoughts, and put up alternatives 
which might have an uplifting effect upon her mood.
4. - identifying thinking errors: a catalogue of ten key thinking 
errors was used to identify dysfunctional thoughts ’used* by the 
subj ect.
5. - experimentation: ways of planning how to deal with difficult 
situations in the longer term, by tackling these in an experimental 
manner.
6. - dealing with setbacks. Learning how to cope with new episodes 
of depressed affect.
The patient*s manual.This intervention was presented in the form of a 
manual, written and illustrated by the author. A complete copy was 
provided for the subject’s personal use (see Appendix 19) but staff 
were at liberty to issue selected sections from the manual, 
recommending these to the subject as 'homework assignments', suggesting 
that she read certain pages to consolidate work done in the sessions.
Prior to the commencement of the study, the author had used a printed 
hand-out obtained from the Centre for Cognitive Therapy in Philadelphia 
as required reading for five patients engaged in psychotherapy on the 
ward (Beck and Greenberg, 1974). This group reported difficulties in 
reading and understanding the two page pamphlet. In acknowledgement of 
the specific motivational and cognitive deficits shown by depressed 
patients which might interfere with use of such 'supportive
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literature*, the patient’s manual was required to have a ’reading 
level’ equivalent to (or less than) that of a daily newspaper.
The Fog Index (FI) described by Gunning (1952) indicates the number of 
years of full-time education essential for comfortable reading of a 
text. A 'quality* national daily newspaper (The Guardian) was found to 
have an average FI of 16, and a local ’tabloid' newspaper read on the 
ward (The Evening Telegraph) had an average FI of 10. The FI for Beck 
and Greenberg’s pamphlet was 11.5 (see Appendix 20). The final draft of 
the patient’s manual (Barker, 1983) had an average FI of less than 7 
(see Appendix 21).
Visual aids. The initial pages of the manual offered a simple 
definition of depression and an outline of the conceptual basis of 
cognitive therapy. The conceptual model of the therapy was illustrated 
further using a flip-chart which explained the nurse's view 
that the subject’s depression arose, in the main, from her 
interpretation of events occurring in her life (see Appendix 22).
A special script was prepared for the nurse to use in conjunction with 
the flip-chart. The nurse introduced this visual aid as early in the 
contact as possible. This judgement was influenced by her assessment of 
the subject’s mood and motivation.
In addition to the manual and the flip-chart, the nurse also used 
record sheets and visual aids which had been designed specifically to 
expedite the use of certain techniques employed within the package. 
Examples of these formats and aids are given in Appendix 23.
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In order to simplify further the various stages involved in 
identifying, rating and monitoring negative thoughts, and learning 
about ’thinking errors’ the flow-chart in Figure 14-. 2 was used to show 
subjects the stage they had reached.
These are errors that trouble most people, but appear 
to trouble depressed people more seriously.
If you think you have grasped the above steps then 
flip over and try to recognise the ones that perhaps 
trouble you. — — ►
Figure 14.2 : Flow-chart outlining stages involved in dealing with 
negative thinking.
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Time Log. All interactions with the subjects took place on the ward, 
and involved only one nurse and one subject at any one time. A record 
of the time spent in each interaction was kept in a ’time log’ held in 
the subject’s nursing notes. Nurses were advised to spend no longer 
than forty minutes per day with each subject, although in some cases 
this time was divided into two brief sessions held in morning and late 
afternoon. The time log was maintained to allow an evaluation of the 
amount of time allocated to subjects within the three group each week.
The research setting
The study was conducted in a fourteen-bed ward in a psychiatric 
hospital of approximately 550 beds. The ward had a 15-year long 
association with research into the aetiology and treatment of affective 
disorder. Although not designated specifically as a female area, the 
traditional ward population had been almost exclusively female. This 
situation prevailed during the course of the study. The nursing team 
had no prior experience of nursing research, but each team member had 
participated in research led by their medical colleagues. These 
activities had involved completing ratings on patients participating in 
drug trials, participating in double-blind drug trials and supervising 
dietary experiments.
The nursing team. The ward was staffed by two charge nurses, four staff 
nurses, two enrolled nurses and three nursing assistants. During the 
first six months of the main (experimental) study, one charge nurse was 
female and one male. During the final eight months, both charge nurses
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were male. One staff nurse was male, all other staff were female. This 
team was augmented, on average, by two nurse learners who, during the 
period of the study, were female. This level of staffing was maintained 
routinely to support the demands of the clinical and medical research 
programme and was higher than wards of comparable size within the 
hospital. No special staffing conditions were negotiated as part of the 
nursing research project.
Prior to commencement, all staff were given a general introduction to 
the study by the author, supported by the charge nurses. A formal 
introduction to the aims and methodology of the study, was given later
to the trained staff, in the form of a handbook containing a summary of
the study, copies of the dependent measures and articles describing the 
assessment of depression. A shortened summary of the research programme 
was retained on the ward for the information of new staff joining the
team. A copy of this was circulated to the unit Nursing officer and
Director of Nursing Services for information.
Staff allocation and training. Staff were allocated to two teams. One 
team comprised a charge nurse, staff nurse and enrolled nurse: this 
group worked with one experimental group only (MCT). The second team 
comprised a charge nurse, three staff nurses and one enrolled nurse and 
worked with the SB and RNC experimental groups. Due to inter-ward 
transfers and other changes in personnel, a total of 14 trained staff 
were involved in the main (experimental) study during its 16-month 
history.
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All staff participating in the study were given training to equip them 
to carry out the procedures required of their group. Approximately two 
hours of instruction and discussion was offered to all staff involved 
in the operation of the experimental groups, at the outset. This 
related to the methods of data collection, and recording of other 
information on the subjects. All staff had a working knowledge of the 
Beck Depression Inventory (BDI) prior to commencement of the study: 
this measure being used routinely on the ward. They had been involved 
also in the revision and development of the Patient Satisfaction Scale 
(PSS). Assessment training focussed, therefore, upon the rationale and 
administration of the ATQ30, DLCS and DAS.
Staff working with the Routine Nursing Care and Self Evaluation groups 
were given approximately three hours of additional instruction and 
discussion related to running these two groups. Due to staffing 
constraints, this instruction took place either on an individual or on 
a small group basis. The team working with the MCT group were offered 
10 - 12 hours of instruction in the use of the modified cognitive 
therapy manual. This instruction was conducted in groups, with the 
nurses offering examples of experiences from their own lives as content 
for a mini-workshop. These staff were provided with a short hand-out to 
read as preparation for the modified cognitive therapy intervention. 
These notes summarised the main characteristics of the MCT approach and 
acknowledged the team’s passible apprehensions regarding its use (see 
Appendix 24). Additional short notes were provided to illustrate the 
use of particular sections of the manual (see Appendix 25). All 
training and discussion was led by the author.
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CHAPTER 15
RESULTS OF THE MAIM (EXPERIMEMTAL) STUDY
Overview of results. This chapter presents the results of the main 
(experimental) study in four sections. In section A, all 30 subjects, 
who completed the study are described at the six-month follow-up after 
discharge. In section B, a data analysis is presented of the four 
measures of dependent variables <depression, negative automatic 
thoughts, dysfunctional beliefs and locus of control) which were 
assumed to be significant characteristics of affective disorder. In 
section C, a data analysis is presented of the measure of the fifth 
dependent variable, satisfaction wih care and treatment, and section D 
presents an analysis of the uncontrolled variables, length of hospital 
stay and drug treatment.
A : Outcome at Follow-Up
A decision was taken in advance of the implementation of the main 
(experimental) study to follow up the subjects six months after 
discharge. Although it was recognised that a follow up conducted over a 
longer period, such as one year, would provide a more reliable measure 
of treatment outcome, six months was identified as an acceptable 
minimum period for a follow up evaluation (Haylor, 1984).
A total of 30 subjects completed the admission and discharge ratings 
and agreed to continue contact with the project up to, and including, a 
six-month follow up at home. These 30 subjects were evenly distributed
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across the three experimental groups, with ten subjects each in the 
Routine Hursing Care (RIC), Self Evaluation <SE) and Modified Cognitive 
Therapy (MCT) groups.
Five subjects were readmitted within this six-month period. All five 
returned, at least temporarily, to the ward on which the study was 
based. Three of these readmitted subjects belonged to the Routine 
Nursing Care group and two were from the Self Evaluation group. Ho 
subjects from the Modified Cognitive Therapy group were readmitted 
within the six-month follow-up period.
Complete follow-up data were not collected on the five subjects who 
relapsed. In the description of the data from the Automatic Thoughts 
Questionnaire (ATQ30), the Dysfunctional Attitude Scale (DAS) and the 
Depression Locus of Control Scale (DLCS) which follows, follow-up 
scores for the readmitted subjects are represented by the subjects* 
admission or discharge scores whichever was, clinically, the better 
score, in an attempt to make between-group comparisons more stringent. 
As noted above, this procedure was applied, therefore, only in the case 
of the three readmitted subjects from the Routine Hursing Care (RHC) 
group and the two readmitted subjects from the Self Evaluation (SE) 
group.
Routine screening of all admissions to the ward included completion of 
the Beck Depression Inventory (BDI). The follow-up scores for the 
readmitted subjects on the BDI are represented, therefore, by their 
readmlssion score.
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B : Analysis of the Measures of Dependent Variables 
Characteristic of Affective Disorder
1. Dependent variable 1 : depression
This variable was measured by the Beck Depression Inventory (BDI). 
Depression scores for each subject were calculated on the BDI on 
admission, at discharge and at follow-up. Two hypotheses were stated in 
relation to this dependent variable:
Full Hypothesis 1. Measures of depression on the BDI will not differ 
significantly between the groups RMC, SE and MCT at discharge.
Research Hypothesis 1. The MCT group will yield lower BDI scores than 
RJTC or SB, at discharge.
lull Hypothesis 2. Measures of depression on the BDI will not differ 
significantly between the groups RHC, SE and MCT, at follow-up.
Research Hypothesis 2. The MCT group will yield lower BDI scores than 
R5C or SB, at follow-up.
Overview of the BDI data. Means and standard deviations for the three 
experimental groups (RIC, SE and MCT) are shown in Table 15.1. Group 
means and the dispersion of raw scores were similar for the three 
groups on admission. The original report by Beck et al. (1961) 
describing the development and validation of the BDI, reported the 
fallowing categories of depression from their sample:' non-depressed' 
(X=10.9), 'mild' 0£=18.7), ’moderate' <X=25.4) and 'severe* depression
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(X-30.0). These mean scores are commonly referred to as 'cut-off 
points'.
Table 15:1 Means, Range and Standard Deviations for the BDI.
Group Admission Discharge Follow-up
SB X (SD) 35.0 (12.3) 20.8 (5.9) 16.8 (10.7)
Range 19 - 54 11 - 28 2-35
RFCl (SD) 36.3 (14.7) 16.6 (6.8) 19.0 (16.1)
Range 18 - 56 4 - 2 4 0 - 4 6
MCT T  (SD) 33.9 (10.3) 16.6 (5.9) 6.8 (6.1)
Range 19 - 53 10 - 26 0 - 1 9
Key: SB : Self Evaluation
RFC: Routine Nursing Care 
MCT: Modified Cognitive Therapy
Slightly different normative cut-off points have been reported for the 
revised version of the BDI used in the main (experimental) study, which 
has been reported by Beck et al. (1980). Burns (1980) reported the 
following norms for the revised BDI:
Total Score 
1 - 1 0  
11 - 16 
17 - 20 
21 - 30 
30 - 40 
over 40
Level of Depression 
Normal ups and downs.
Mild mood disturbance. 
Borderline clinical depression. 
Moderate depression.
Severe depression.
Extreme depression.
Table 15.1 shows that mean admission scores for each group fell within 
the 'severe depression’ category reported by Burns (1980). Individual 
scores across the three groups, ranged from ' moderate depression' to 
'extreme depression'. Scores for all 30 subjects were reduced at
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discharge. Mean scores for the RNC and MCT groups were below the cut­
off point for ’borderline clinical depression’ <<17). The SE group mean 
was within this ’borderline clinical depression’ range. At the six 
month follow-up, the SE and MCT groups maintained an overall reduction 
in mean scores. The KCT group mean fell within the range of ’normal 
ups-and-downs*, with the SE mean below the ’borderline depression* cut­
off point. The average RNC score, however, showed a slight rise to 
within the range of clinical depression. A graphic representation of 
the trend of these group means, in relation to the Burns’ level of 
depression cut-off points, is shown in Figure 15.1.
Betveen-groups analysis
Mull hypotheses 1 and 2, predicted that there would be no difference 
between the BDI scores of the three groups, on discharge <1> and at 
follow-up <2>. Research hypotheses 1 and 2, predicted that the MCT 
group would yield lower BDI scores than either of the other two groups, 
on discharge (1) and at follow-up (2). Given that three independent 
groups were under study, a test for k independent samples was required 
to test for between-group differences. The data produced by the BDI 
represented ordinal measurements, therefore the nonparametric, Kruskal- 
Vallis One-Vay Analysis of Variance by Ranks (Seigel, 1956), was 
appropriate. The significance level was set at .05.
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______I______
I
A d m i s s i  o n
I I
D i s c h a r g e  F o l l o w - u p
Key: A = <11
B = 11 - 16
C = 17 - 20
D = 21 - 30
B = 30 - 40
’ non-depressed' Routine Jursing Care ©— — »
'mild mood Self Evaluation •- - -•
disturbance* Modified Cog. Therapy A— *— A
’borderline clinical 
depression’
’moderate depression’
’severe depression’
* The author acknowledges that these data points are not continuous. 
The mean scores are represented here in graph form merely as an aid 
towards clarification of the trend of the group means.
All ratings were ranked together in a single series. Ranks for each 
group were added to produce a rank total for each experimental 
condition. If no significant difference existed between the groups (the 
null hypothesis) high and low ranks would be expected to be spread, 
roughly equally, among the three conditions. The Kruskal-Vallis test 
determines whether the sums of the ranks are so disparate that they are 
unlikely to have come from samples drawn from the same population.
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Analysis of admission scores showed no significant difference between 
the groups (H=0.01, df=2, ns). The same one-way analysis of variance 
compared the subjects’ scores at discharge and follow-up.
Hypothesis 1. At discharge no significant difference between the three 
groups (Routine Nursing Care, Self Evaluation and Modified Cognitive 
Therapy) was evident (H=3.05, df=2, ns).
Hypothesis 2. At follon-up the difference in scores between the three 
groups passed the significance level (H=6.33, df=2, p<0.04).
Multiple comparisons. The Kruskal-Vallis test showed an overall 
difference between the scores of the three groups at follow-up. The 
study hypothesised that the MCT subjects would show greater changes 
than subjects in the other two groups. To test this further, a 
posteriori comparison was made of pairs of groups, using the Kann- 
Vhitney U test (Seigel, 1956). It is commonly accepted that posteriori 
comparisons are appropriate only where sigificant differences between 
groups have been demonstrated. However, to clarify the between groups 
analysis described above, pairs of groups at each stage of the study 
(admission, discharge and follow-up) were compared.
Since the BDI involved ordinal measurements, a nonparametric test was 
required. The Mann-Vhitney U test is the appropriate nonparametric test 
for a two condition, unrelated design, where different subjects are 
used for each condition. Ratings for all subjects were ranked in a 
single series after which rank totals were calculated for each group.
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The Mann-Vhitney test determines whether two groups have been drawn 
from the same population. Seigel <1956) suggests that this is one of 
the most powerful of the nonparametric tests and is a useful 
alternative to the parametric t test where "measurement is weaker than 
interval scaling (p.116)” . Since the research hypotheses 1 and 2 were 
unidirectional, predicting that the MCT group would yield lower scores 
than either of the other two groups on discharge and at follow-up, 
comparsions between XCT and the other groups at these points involved 
one-tailed tests, with significance level set at .025. All other 
comparisons involved two-tailed tests, significance level set at .05.
BTo significant difference existed on admission between SB and RNC 
(U=49, ns: two-tailed test) or between RNC and MCT (U=47.5, ns : two- 
tailed test), or at discharge between SB and MCT <U=31.5, ns: one- 
tailed test) or MCT and RNC (U=47, ns; one-tailed test). At follow-up, 
significant differences were found between MCT and the other two 
groups: MCT and RNC <U=23.5, p<0.025 : one-tailed test); MCT and SB 
(U=19.5, p<0.01: one-tailed test).
Vlthin-group analysis : A. The Kruskal-Vallis test evaluated overall 
differences between subjects’ scores in the three groups, at each stage 
of the study. To clarify whether changes had occurred in BDI scores 
within groups across the stages of the study, two further analyses were 
undertaken. In the first analysis, the BDI scores of each group, on 
admission, at discharge and at follow-up, were compared. Since these 
three sets of scores were drawn from the same group, representing a 
related design, and the data represented ordinal measurements,
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Friedman’s Two Way Analysis of Variance by Ranks (Seigel, 1956) was 
selected as the appropriate nonparametric test for a related design. 
Significance level was set at .05.
Each subject's ratings were ranked horizontally across the three 
conditions (admission, discharge and follow-up) for each experimental 
group. Rank totals were calculated by adding the ranks within each 
condition. If no significant difference existed between the three 
samples (the null hypothesis), high and low ranks would be expected to 
be spread, roughly equally, among the three conditions. The Freidman 
test determined whether it was likely that the different columns of 
ranks (samples) came from the same populations.
Although mean scores for the the Self Evaluation group showed a 
downward trend across time, this was not statistically significant 
(X-2=13.05, df=9, ns). Despite the slight rise in mean scores at 
follow-up, individual scores in the the Routine Nursing Care group 
showed a statistically significant change across the three phases of 
the study (x.2=17.73, df=9, p<0.038). The steady downward trend in the 
mean scores of the Modified Cognitive Therapy, noted earlier, also 
passed significance level (x»-2=18.16. df=9, p<0.033).
Vithin-group analysis : B. The Freidman test showed that although the 
RIC and MCT groups BDI scores changed significantly across the three 
phases of the study, no significant change occurred in the case of the 
SB group. To test whether BDI scores at follow-up showed a positive 
change, in terms of reduced ATQ30 scores over admission, a second
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within-groups analysis was undertaken. Since this analysis involved a 
two sample, related design, using ordinal measurments, the Vilcoxon 
Signed-Ranks Test (Seigel, 1956) was selected as the appropriate 
nonparametric test.
Follow-up ratings were subtracted from admission ratings. The 
differences were ranked in order of magnitude. Plus and minus ranks 
were added to provide two seperate rank totals for each group. The 
smaller of these rank totals was used in the computation of the 
significance level which was set at .025 for a one-tailed test.
A comparison of admission and follow-up BDI ratings showed significant 
changes for all three groups (T=0, 1=10, p<0.005).
The measurement of clinically significant change
Although statistically significant changes were shown for all three 
groups between admission and follow-up, this does not show whether such 
changes were of clinical significance. All follow-up scores were 
classified in terms of Beck’s levels of depression (see Figure 15.2).
Four RIC subjects scored below the level of ’borderline clinical 
depression’, one of these was in the ’mild mood disturbance range and 
three in the ’normal’ range. Three scores fell within the ’borderline* 
range (17 - 20), one score was within the ’moderate depression' range, 
and two were within the ’extreme depression’ range (40+).
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Figure 15.2: Levels of Depression at Six-Konth Follow-up* 
—
Five SE subjects scored below the level of ’borderline clinical 
depression’, two of these were in the ’normal’ range and three in the 
'mild mood disturbance’ range. Three subjects were within the 
’borderline depression’ range and two scored within the 'severe 
depression' range.
line MCT subjects scored below the level of ’borderline clinical 
depression’, two subjects fell within the ’mild mood disturbance* 
category and seven within the ’normal’ range. One subject scored within 
the 'borderline clinical depression’ range.
At this level of analysis almost two thirds of the subjects’ scores at 
follow-up fell below the cut-off point for 'borderline clinical 
depression'. The difference between individual subject's admission and
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follow-up scores was calculated using the Christensen and Mendoza’s SC 
index (see Table 15.2). Christensen and Mendoza’s formula described a 
change of greater than one standard deviation (+1.96) as a significant 
change. Using this formula, three Self Evaluation, five Routine Nursing 
Care and all ten Modified Cognitive Therapy subjects made a significant 
clinical change.during the study’s three stages.
Table 15.2 : EDI - SC index scores (after Christensen A Mendoza, 1936)
EMC
1. -3.5 4
2. -6.04 4
3. -0.15
4. -0.48
5. -5.09 4
6. -2.7 4
7. -1.11
8. -1.59
9. -0.79
10. -6.04 4
* = p<0.05
1.
SB
-8.11
2. -1.27
3. -1.90
4. -7.95
5 -1.75
6. -1.11
7. -0.63
8. -1.11
9. -3.18
10. -1.91
MCT
1. -4.61 4
2. -3.81 4
3. -2.70 4
4. -3.34 4
5. -3.5 4
6. -7.8 4
7. -11.61 4
8. -3.02 4
9. -3.18 4
10. -5.41 4
A comparison of these SC index scores, employing Kruskal Vailis One Vay 
Analysis of Variance, showed no significant difference between the 
groups (H=5.14, df=2, ns). A further comparison of the SC index scores 
was made, between those who were ’significantly changed’ on this index, 
and those who were not, using the Chi-Square test. This showed a 
significant difference between the number of subjects who had, or had 
not, made a ’significant change’ on the Christensen and Mendoza index, 
within the three groups (x® = 10.87, df =2, p< .01). It should be 
noted, however, that Cochran (1954) recommended that for x® tests where 
Jr is larger than 2, fewer than 20 per cent of the cells should have an
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expected frequency of less than 5, and no cell should have an expected 
frequency of less than 1 (cited by Seigel, 1956: p.178). In this 
analysis of the SC index scores, three of the six cells (50%) had 
expected frequencies of only 4.
2. Dependent variable 2 : negative automatic thoughts
This variable was measured by the Automatic Thoughts Questionnaire 
(ATQ30). The subject’s reported use of specific forms of negative 
automatic thoughts was assessed on admission, at discharge and at 
follow-up by the ATQ30. Minimum and maximum scores on this scale were 
30 and 150 respectively.
Vull Hypothesis 3. Measures of negative automatic thoughts on the ATQ30 
will not differ significantly between the three groups, RIC, SB and 
MCT, at discharge.
Research Hypothesis 3. The MCT group will yield lower scores on the 
ATQ30 than RFC or SB at discharge.
Mull Hypothesis 4. Measures of negative automatic thoughts on the ATQ30 
will not differ significantly between the three groups RIC, SE and MCT, 
at follow-up.
Research Hypothesis 4, The MCT group will yield lower scores on the 
ATQ30 than RIC or SB at follow-up.
Overview of the ATQ30 data. Means, score range and standard deviations 
for each group across the three phases are shown in Table 15.3. On 
admission, mean scores for Self Evaluation and Routine lursing Care
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were similar, both slightly higher than Modified Cognitive Therapy 
subjects. At discharge, all three groups showed a decrease in the mean 
scores which was maintained on follow-up.
Table 15.3 : Means, Range and Standard Deviations far the ATQ30
Group Admission Discharge Follow-up
SE X (SD) 100.2 (27.0) 90.2 (34.4) 76.5 (25.5)Range 55 - 150 31 - 150 33 - 101
RFC X (SD) 103.5 (19.7) 92.8 (27.4) 81.3 (30.4)Range 67 - 141 45 - 135 35 - 130
MCT F  (SD) 92.0 (25.0 74.2 (32.3) 55.1 (24.0)Range 53 - 131 30 - 146 30 - 94
Key : SB : Self Evaluation
RNC: Routine Hursing Care
MCT: Modified Cognitive Therapy
The original undergraduate sample of Hollon and Kendall (1980) provided 
a mean of 79.64 (SD = 22.29) for depressed (n= 14) and 48.57 (SD =
10.89) for non-depressed subjects (n= 21). In view of the small sample 
of non-depressed subjects, all of whom were university students, used 
in Hollon and Kendall's original study, another female sample (n = 107) 
was drawn from the catchment area of the main (experimental) study to 
provide further normative comparison. This sample, which was described 
in Chapter 14, provided scores which were similar to Hollon and 
Kendall’s non-depressed group: mean = 41.94 (SD = 11.89).
The mean group ratings for each of the three experimental groups are 
presented graphically in Figure 15.3,
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Figure 15.3 : Mean Automatic Thoughts Questionnaire (ATQ30) Ratings1
100
G 40
I
30__________________ I____________________ I____________________I_____
I I I
Admisssion Discharge Follow-up
Key : Routine Eursing Care ©----- ©
Self Evaluation A = Eon-depressed cut-off (59.5)*
Mod. Cog. Therapy A— *— A B = Eon-depressed cut-off (53.8)**
Cut-of scores based upon data from the studies of * HoiIon & 
Kendall (1980) and ** Barker (1984): both one S.D. above the mean.
1 The author acknowledges that these data points are not continuous. 
The mean ratings are presented here in graph form merely as an aid to 
clarification of the trend of the group means.
Admission and discharge means for all three groups placed them within 
the ’depressed* range described by Hollon and Kendall (1980). At the 
six-month follow-up, the REC and SE groups maintained an overall 
reduction in their mean scores, but still scored within the depressed 
range. The MCT group mean score, however, was within the ’normal’ range 
reported by Hollon & Kendall (1980) but remained higher than the normal 
range reported by Barker (1984).
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Between groups analysis
lull hypotheses 3 and 4 predicted that there would be no difference 
between the ATQ30 scores of the three groups, on discharge (3) and at 
follow up (4). Jtesearch hypotheses 3 and 4 predicted that the XCT group 
would yield lower ATQ30 scores than either of the other two groups (RHC 
and SE). Given that three independent groups were under study, a test 
for k independent samples was required to test for between-groups 
differences. The data produced by the ATQ30 represented ordinal 
measurements, therefore the nonparametric, Kruskal-Vallis One-Vay 
Analysis of Variance by Ranks was considered the appropriate test. The 
significance level was set at .05.
Analysis of admission scores showed no significant differences between 
the three groups <H = 0.839, df=2, ns). The same one-way analysis of 
variance compared the scores of the three groups at discharge and 
follow up.
Hypothesis 3. At discharge, no significant difference existed between 
the three groups at the 5 per cent level (H = 2.565, df=2, ns).
Hypothesis 4. At follow-up, no significant difference existed between 
the three groups at the 5 per cent level (H = 5.357, df=2, ns).
Multiple comparisons. The research hypotheses stated that the XCT 
group would show lower scores at discharge and follow up, than either 
of the other two groups. The Kruskal Wallis test showed no significant 
differences between the three groups, at any stage in the study,
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admission, discharge or follow-up. Although it is not usually 
appropriate to conduct paired comparisons in the absence of significant 
between-group differences, this was undertaken to clarify further the 
between-groups analysis described above.
The ratings of pairs of groups, on admission, at discharge and at 
follow-up, were analysed using the Mann-Vhitney U Test (Seigel, 1956). 
Given that the ATQ30 involved ordinal measurements, a nonparametric 
test was considered appropriate. The Mann-Whitney U Test was the 
appropriate test for a two-condition, unrelated design, where different 
subjects are used for each condition. Since the research hypotheses 3 
and 4 were unidirectional, predicting that the MCT group would yield 
lower ATQ30 scores than either of the other two groups at discharge and 
follow-up only, comparisons between MCT and the other two groups at 
these points involved one-tailed tests, with the significance level set 
at .025. All other comparisons involved two-tailed tests, with the 
significance level set at .05.
Mo significant differences existed between SB and MCT (U=47, ns: two- 
tailed) or RMC and MCT (U=38, ns: two-tailed) on admission, or on 
discharge : MCT and SB (U=33, ns: one-tailed), MCT and RMC <U=31, ns: 
one-tailed) At follow-up, MCT group scores were significantly lower 
than those of the RMC group: MCT and RMC 01=23, p<0.025: one-tailed). 
However, the difference between MCT and SB failed to reach the 
significance level MCT and SB <U=25, p<0.03: one-tailed).
- 2 5 3 -
Within groups analysis: A. The Kruskal-Vallis test evaluated overall 
differences between subjects’ scores on the ATQ30 in the three groups, 
at each stage of the study. The mean scores for each group reported 
above showed a gradual decrease across the three phases. To clarify 
whether significant changes had occurred within groups across the three 
stages of the study two further analyses were undertaken. In the first 
analysis, the ATQ30 scores of each group, on admission, at discharge 
and at follow up, were compared. Since these three sets of scores were 
drawn from the same group, representing a related design, and the data 
represented ordinal measurements, Friedman’s Two-Way Analysis of 
Variance by Ranks, was selected as the appropriate nonparametric test 
for a related design. Significance level was set at .05.
The changes in ATQ30 scores, across the three stages of the study 
(admission, discharge and follow up), were statistically significant 
for all three groups : SB (X ra=18.58, df=9, p<0.03>; RFC (Xr2=21.85, 
df=9, p<0.01) and KCT (X .2=22,47, df=9, p<0.008).
Within groups analysis : B. To test whether the ATQ30 scores of the 
three groups showed a positive change between admission and follow up 
(that is, showed lower scores at follow up, over admission) a second 
within-groups analysis was undertaken. Since this involved a two- 
sample, related design, using ordinal measurements, the Vilcoxon 
Matched-Pairs Signed-Ranks Test (Seigel, 1956), was selected as the 
appropriate nonparametric test. Since the alternative hypothesis 
predicted a positive change in ATQ30 scores (unidirectional) a one- 
tailed test was employed, with significance set at the .025 level.
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A comparison of admission and follow-up ratings on the ATQ30 showed 
statistically significant changes within all three groups <T=0, N=10, 
p<0.005).
The measurement of clinically significant change 
Although statistically significant changes across the three stages of 
the study, and between admission and follow-up, were demonstrated for 
all three groups, this does not show whether such changes were of 
clinical significance.
On admission, the majority of subjects in each group scored 70+: at or 
beyond the mean level of the depressed sample in Hollon and Kendall's
(1980) study. At follow-up, more than half of the subjects in the Self 
Evaluation and Routine lursing Care groups scored 70 or more, whereas 
the majority of the Modified Cognitive Therapy subjects scored below 
this level.
Figures 15.4, 15.5 amd 15.6, shown overleaf, describe the distribution 
of Automatic Thoughts Questionnaire scores for each group, comparing
the distribution of scores on admission and at follow-up. Each group
comprised ten subjecs.
- 2 5 5 -
Figure 15.4 : Distribution of ATQ30 Scores -  SB Group
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Figure 15.5 : Distribution of ATQ30 Scores - RIC Group
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Figure 15.6 : Distribution of ATQ30 Scores -  MCT Group
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Admission and follow-up ratings were compared for each of the three 
groups using Christensen and Mendoza’s significant change index 
<SC>.The SC index scores are presented in Table 15,4.
Table 15.4 : ATQ30 - SC Index Scores (after Christensen & 
Mendoza,1986).
MCT
-9.09 *m 
-9.97 4.
-0.15 .
-2.92 * 
-5.39 * 
-5.70 * 
-9.40 *. 
-4.90 U  
-3.54 *. 
- 6.01 *
off «53.8)
RIC
1. -2.62
2. -6.16 t
3. 0.0
4. -3.24 *
5. -1.69
6. -3.54 #
7. 0.0
8. 0.0
9. -9.09
10. -7.86 1.
* = p<0, 05 
. = scores which
SB
-2.77 
0.0 
-1.39 
-18.02 *.
-2.92 *
0.0
-4.93 t
0.0
-3.69 *
-2.46 *
from beyond to below the cut-
Using the SC formula, six subjects from the SB and RIC groups achieved 
a significant clinical change during the study. line of the ten MCT
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subjects showed significant changes at beyond Christensen and Mendoza’s
0.05 level.
Using the data from the author’s own normative sample, a cut-off point 
was established at 53.8: one standard deviation above the mean. Using 
this criterion, the scores of two subjects from the SB group, three 
from the RIC and six from the MCT group scored moved from beyond to 
within the range of the normative sample.
A con^arison of these SC index scores using the Kruskal Vailis One Way 
Analysis of Variance showed no significant difference between the 
groups (H=5.13, df=2, ns). A further comparison of the SC index scores 
was made, between those who were ’significantly changed’ on this index 
and those who were not. Using the Chi-Square Test, no significant 
difference was found between those who were, or were not,
’significantly changed’ within the three groups <x2=2.84, df=2, ns). It 
should be noted, however that, as in the analysis of the SC index 
scores drawn from the Beck Depression Inventory described earlier, 
three of the six cells (50%) in the Chi-Square had expected frequencies 
of less than 5. The significance of this finding needs to be judged 
with this in mind.
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3. Dependent variable 3 : dysfunctional beliefs
This variable was measured by use of Burns’ (1980) shortened 
Dysfunctional Attitude Scale (DAS). The scale was administered on 
admission, at discharge and at follow-up. Two hypotheses were stated in 
relation to this variable:
Full Hypothesis 5. Measures of dysfunctional beliefs on the DAS will 
not differ significantly between the three groups RHC, SE and MCT, at 
discharge.
Research Hypothesis 5, The MCT group will yield higher DAS scores than 
RHC or SE at discharge.
Full Hypothesis 6. Measures of dysfunctional beliefs on the DAS will 
not differ significantly between the three groups RHC, SB and MCT at 
follow up.
Research Hypothesis 6. The MCT group will yield higher DAS scores than 
RHC or SE at follow-up.
Overview of the DAS Data. Means, score range and standard deviations 
for the three groups (Routine Hursing Care [RHC], Self Evaluation CSB3 
and Modified Cognitive Therapy CMCT]> are shown in Table 15.5. Group 
means were similar for all three groups on admission. However, the 
scores of subjects in the SE and MCT groups were much more widely 
dispersed than those of the RHC subjects. This may be accounted for by 
the differences in the score ranges of the three groups. The RHC 
group’s score range was lowest at 32, with SE at 48. The score range
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for the MCT group was, at 97, much greater than either of the other two
groups.
Table 15.5 : Means, Range and Standard Deviations for the DAS
Group Admission Discharge Follow-Up
SB X (SD) 84.1 (16.1) 89.1 (27.1) 90.5 (22.1)
Range 54 - 102 37 - 138 57 - 124
RNC X (SD) 70.2 (9.5) 71.9 (19.0) 84.2 (16.9)
Range 60 - 92 38 - 103 60 - 117
MCT X (SD) 86.7 (32.0) 93.0 (37.8) 104.9 (34.5)
Range 36 - 133 42 - 172 48 - 173
Key : SB Self Evaluation
RNC Routine Nursing Care
MCT Modified Cognitive Therapy
Norms have not been reported for Burns’ (1980) version of the DAS used 
here, although recent studies have described the use of this shortened 
scale (Durham and Turvey, 1987). In the absence of normative data, a 
sample of women from the catchment area of the study was drawn by the 
author to serve as a normative comparison group. The details of this 
sample were described in Chapter 14. The mean for this sample (n=124) 
was 116.8 (SD = 18.6).
The possible range of scores on the DAS was from 35 - 175: the scale 
assumed that lower scores Indicated the presence of more dysfunctional 
beliefs. The higher the subject's score, the less she was assumed to 
suffer from dysfunctional beliefs. Kean scores for the SB and MCT 
groups were similar on admission with the RNC group’s mean score
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approximately fifteen points lower, suggesting that RIC group subjects 
exhibited more dysfunctional beliefs. These mean values were lower than 
the mean of the normative group reported, suggesting that all three 
experimental group scores showed more dysfunctional beliefs than the 
women in the normative sample. At discharge, small mean gains were 
evident, for the SB and XCT groups although the dispersion of scores had 
increased for all three groups. At follow-up, the mean SB score showed 
little change, whereas the RIC and MCT means showed most change during 
this period. At follow-up, the mean MCT score was within the normal 
limits of the normative sample: the other two experimental group means 
remained outwith these limits. The trend of these group means is shown 
in Figure 15.7.
Figure 15.7 : Mean ratings for the DAS 1
I I I
Admission Discharge Follow-up
Key : Routine lursing Care o----- o
Self Evaluation •- - -•
Mod. Cog. Therapy A------A
1 The author acknowledges that these data points are not continuous. 
The mean scores are represented here in graph form merely as an aid 
towards clarification of the trend of the group means.
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Between-groups analysis
I u H  hypotheses 5 and 6 predicted that there would be no difference 
between the DAS scores of the three groups on discharge <5> and at 
follow up (6). Research hypotheses 5 and 6 predicted that the KCT group 
would yield higher DAS scores than either of the other two groups, on 
discharge <5) and at follow up (6). Given that three independent groups 
were under study, a test for *  independent s a b l e s  was retired to test 
or between groups differences. As the data produced by the DAS 
represented ordinal measurements, Kruskal-Vallis One-Way Analysis of
Variance by Ranks, was selected as the appropriate nonparametric test. 
The significance level was set at .05.
Analysis of admission scores showed no significant difference between
<H-3.28, df = 2, ns). The same, one-way analysis of variance compared 
the subjects* scores at discharge and follow-up.
Bjpotbesis 5. At discharge, no significant difference was evident 
between the three groups <H=3.70, df = 2, as).
Bjrpotiesis 6. At follow-up, no significant difference was evident 
between the three groups <H=3.23, df = 2, as).
J W t i p J e  caparisons. The research hypotheses stated that KCT subjects* 
DAS scores, would show a greater positive change than either of the 
other two groups, at discharge and at follow up. Although it is not 
entirely appropriate to conduct paired comparisons in the absence of 
significant betnen-group differences, this was undertaken to clarify
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further the between-groups analysis described above. Pairs of groups, 
on admission, at discharge and at follow-up were analysed. Since the 
DAS involved ordinal measurements, a nonparametric test was required. 
The Mann-Whitney U test is the appropriate nonparametric test for a two 
condition, unrelated design, where different subjects are used for each 
condition. Since the research hypotheses 5 and 6 were unidirectional, 
predicting that the MCT group would yield higher scores than either of 
the other two groups, at discharge and at follow-up, comparisons 
between the MCT and other groups at these points involved one-tailed 
tests, with the significance level set at .025. All other comparisons 
involved two-tailed tests.
Mo significant difference existed on admission between RMC and SB 
(U=25.5, ns: two-tailed) or RMC and MCT (U=33.5, ns: two-tailed). At 
discharge, the similarites between the groups were maintained: RMC and 
SB (U=25.5, ns.* two-tailed ), RMC and MCT (U=30, ns: one tailed). At 
follow-up, no significant difference was evident between RMC and SB 
(U=40, ns: two-tailed) orMCT and RMC (U=26.5, ns: one-tailed).
Within groups analysis: A, To clarify whether changes had occurred in 
DAS scores within groups across the three stages of the study, two 
further analyses were undertaken. In the first analysis, the DAS scores 
of each group on admission, at discharge and at follow-up were 
compared. Since these three sets of scores were drawn from the same 
group, representing a related design, and the data represented ordinal 
measurements, Friedman’s Two-Way Analysis of Variance by Ranks (Seigel,
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1956) was employed as the appropriate nonparametric test for a related 
design. Significance level was set at .05.
Although an overall change occurred in mean of the Routine Mursing Care 
group scores, this did not reach significance level <Xr2=14.27, df = 9, 
as). Changes across time were significant for the Self Evaluation group 
<X*'2=22.71, df = 9, p<0.007) and for the Modified Cognitive Therapy 
group <x-2=25.91, df = 9, p<0.002).
Within-group analysis : JR To test whether the DAS scores at follow-up 
showed a positive change, compared with admission, a second within- 
groups analysis was undertaken. Since this involved a two sample, 
related design, using ordinal measurements, the Vilcoxon Matched-Pairs 
Signed Ranks Test, was employed as the appropriate nonparametric test. 
Since the research hypothesis predicted a positive change in DAS scores 
a one-tailed test was used. Significance was set at .025.
Mo significant difference was found between the admission and follow-up 
scores of the SB subjects (T=16, n=10, ns), or the RMC group <T=10, 
n-10, p<0.035). However, this difference was significant for the MCT 
group <T=2, n=10, p<0.0045)Call one-tailed].
The measurement of clinically significant change
Figures 15.8, 15.9 and 15.10, shown overleaf, describe the distribution 
of Dysfunctional Attitude Scale scores on admission and at follow-up. 
Bach group comprised ten subjects.
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Figure 15.8 : Distribution of DAS Scares - SB Group
Figure 15.9 : Distribution of DAS Scares - BWC Group
Admission Follow-up
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Figure 15,10 : Distribution of DAS Scares - MCT Group 
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35 - 70
Follow-up
_l
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On admission, all the SB subjects scored below 105. Three subjects 
scored beyond this level at follow up. The RIC subjects' scores were 
equally divided on admission between the 35-70 and 70-105 ranges. At 
follow-up, three scores had changed, with two additional scores within 
the 70-105 range and one within the range 105-140. The MCT group had 
the most widely distributed scores of the three groups on admission, 
with three subjects within the range 35-70, five in the 70-105 range 
and two in the range 105-140, At follow-up five scores had moved from 
the lower ranges to within the range 105-140.
Follow-up scores were analysed using the SC Index of Christensen and 
Mendoza <1986). Index scores are presented in Table 15.6. Only one 
subject from the SB Group and two subjects each from RIC and MCT showed 
a change at Christensen and Mendoza's five per cent level. Using the 
data from the normative sample, a cut-off score of 98.2 was determined
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(one standard deviation below the mean). Three subjects from SB, two 
from RIC and seven from MCT scored above this cut-off point at follow­
up. However four of the MCT subjects’ admission scores were above this 
cut-off point on admission. Consequently only three MCT subjects 
changed, from below to above this cut-off point, at follow-up.
Table 15.6 : DAS - SC Index Scores (After Christensen & Mendoza (1986)
SB RMC MCT
1. 2.30 *. 1.01 3.02*
2. -0.78 1.01 0.22
3. 1.58 . -0.57 1.08
4. 0.22 3.66*. 1.87 .
5. 1.36 . 2.58*. 0.86
6. -0.43 0.65 0.86
7. 0.00 0.00 1.65 .
8. -1.01 0.00 3.73*.
9. 0.29 1.94 -0.22
10. 1.08 -0.22 0.22
* = p<0.05
• = scores which moved from below, to above the cut-off (98.2).
A comparison of these SC index scores, using the Kruskal Vailis One Way
Analysis of Variance, showed no significant difference between the 
groups (H=1.99, df=2, ns). A further comparison of the SC index scores 
was made, between those who were ’significantly changed’ on this index 
and those who were not. Using the Chi Square test, no significant 
difference was found between those who were, and those who were not, 
significantly changed within the three groups (x^= .47, df = 2, ns). 
The considerations, regarding the appropriateness of this test noted 
earlier in the ATQ30 and BDI analyses, are relevant here also, where 
three of the six cells (50%) had expected frequencies of less than 5.
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4 Dependent variable 4 : locus of control
The subjects* view of their ability to influence or control their 
depressive symptoms was described as their 'locus of control*. This 
variable was measured using the Depression Locus of Control Scale 
(DLCS), which was described in Part Two. The scale was administered on 
admission to the study, at discharge and at the six-month follow-up.
Two hypotheses were stated in relation to this dependent variable;
Mull Hypothesis 7. Measures of locus of control on the DLCS will not 
differ significantly between the three groups RIC, SE and MCT at 
discharge.
Research Hypothesis 7. The MCT group will yield significantly lower, 
more internalised scores, on the DLCS, compared with the other two 
groups, at discharge.
Mull Hypothesis 8. Measures of locus of control on the DLCS will not 
differ significantly between the three groups, RHC, SB and MCT at 
follow-up.
Research Hypothesis 8. The MCT group will yield lower, more 
internalised, scores on the DLCS, compared with the other two groups at 
follow-up.
Overview of the DLCS data. Mean scores, score range and standard 
deviations for the three groups, on admission, at discharge and at 
follow-up are shown in Table 15.7.
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Table 15.7 : Means, Range and Standard Deviations for the DLCS
Group Admission Discharge Follow-Up
SB X (SD) 40.1 (6.0) 36.1 (5.4) 40.9 (6.5)
Range 33 - 51 29 - 45 32 - 54
RIC X (SD) 38.7 (3.7) 35.4 (4.9) 40.7 (4.2)
Range 32 - 44 29 - 44 34 - 48
MCT I (SD) 44.4 (8.7) 39.2 (8.5) 34.9 (8.5)
Range 32 - 58 25 - 58 21 - 52
Key : SB : Self Evaluation
RIC : Routine lursing Care
MCT :
• 
Modified Cognitive Therapy
On admission, the MCT group mean was higher (more externalised) than 
the means of the other two groups and also showed the widest score 
range. At discharge, all three group means showed a decrease. At 
follow-up, mean SB scores returned to the admission level but the RIC 
subjects scores were higher, on average, than on admission. Only the 
MCT subjects showed a decrease in mean scores over their admission and 
discharge scores. lo large-sample norms using this instrument were 
available for comparison purposes. However, admission scores for the 
three groups were within the ’normal limits’ of the the manic- 
depressive sample reported in Part Two (’depressed only’ subjects 
X=44.42, SD=5.47; ’mania & depression’ subjects 5=40.24, SD=5.22>.
The trend of the group means and score range is shown in Figure 15.11.
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Figure 15.11 : Mean ratings for the DLCS 1
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RMC = Routine Mursing Care 
KCT = Modified Cognitive Therapy a—  • —  •-a
1 The author acknowledges that these data points are not continuous. 
The mean scores are represented here in graph fora merely as an aid 
towards clarification of the trend of the group means.
Between groups analysis
Mull hypotheses 7 and 8 predicted that there would be no difference 
between the Depression Locus of Control (DLCS) scores of the three 
groups, on discharge (7) and at follovf-up (8). Research hypotheses 7 
and 8 predicted that the MCT group would yield lower (more 
internalised) scores than the other two groups, on discharge (7) and at 
follow-up (8). Given that three independent groups were under study, a 
test for k independent samples was required, to test for between-group 
differences. The data produced by the DLCS involved ordinal
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measurements, therefore the nonparametric, Kruskal-Vallis One-Way
Analysis of Variance by Ranks, was selected. The significance level was 
set at .05.
On admission, no significant difference existed between the three 
groups (H = 2.32, df =2, ns). The same one-way analysis of variance 
compared the subjects’ scores at discharge and follow-up.
Hypothesis 7. At discharge, no significant difference existed between 
the three groups (H = 1.65, df =2, ns).
Hypothesis 8. At follow-up, no significant difference existed between 
the three groups (H = 5.19, df =2,ns).
Multiple comparisons. The research hypotheses 7 and 8 had predicted 
that the MCT group would show lower (more internalised) scores than 
either of the other two groups. Paired comparisons are usually only 
undertaken when significant between-groups differences are evident. As 
noted above, the Kruskal-Vallis test found no significant difference 
between the three groups at discharge, or at follow-up. However, to 
clarify further possible differences between the three groups, paired 
comparisons were undertaken using the Mann Whitney U test, which was 
appropriate for a two condition, unrelated design, where different 
subjects are used for each condition, and the data involve ordinal 
measurements. Since the research hypotheses <7 and 8) predicted that 
the MCT group would have lower scores than the other two groups on 
discharge and at follow-up, comparisons between MCT and other groups at
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these points involved one-tailed tests, with the significance level set 
at .025. All other comparisons involved two-tailed tests, with the 
significance level set at .05.
The paired comparisons showed no significant difference between NCT and 
the other two groups on admission: SB and XCT (U = 35, ns: two-tailed) 
RSC and XCT (U = 32, ns: two-tailed). At discharge, no significant 
difference existed between XCT and the other two groups SB and XCT (U =
38.5, ns: one-tailed) RXC and XCT <U = 33.5, ns: one-tailed). At 
follow- up the difference between XCT and SB failed to reach 
significance level (U = 25.5, p<0.04: one-tailed), but a significant 
difference did exist between XCT and RXC (U = 23, p<0.025: one-tailed).
Within groups analysis: A. To clarify whether changes had occurred in 
the DLCS scores within groups, across the stages of the study, two 
further analyses were undertaken. In the first, the admission, 
discharge and follow-up DLCS scores from each group were compared.
Since these three sets of scores were drawn from the same group, 
representing a related design, and the data represented ordinal 
measurments, Freldman's Two-Vay Analysis of Variance by Ranks was 
selected as the appropriate nonparametric test for a related design. 
Significance level was set at .05.
Xo significant change was found for the SB (x»*2=16.15, df=9, ns) or the 
RXC group <xr2=15.75, df=9, ns). However, the change in the XCT group 
scores was significant at beyond the one per cent level <xr2=24.51, 
df=9, p<.004).
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Vithin-group analysis : B. To test whether the followup DLCS scores 
were lower (more internalised) than admission scores, a second within- 
groups analysis was undertaken. Since this analysis involved a two- 
sample, related design, using ordinal measurements, the Vllcoxon 
Signed-Ranks Test was selected as the appropriate nonparametric test. 
Since the direction of the change was predicted, a one-tailed test was 
used, with the significance level set at .025.
Bo significant difference between admission and follow-up DLCS scores 
was found for the SB and RIC groups: SB (T=27, n=10, ns) and RIC 
(T=26.5, n=10, ns). However, a significant change in the HCT subjects’ 
scores was demonstrated <T=0, n=10, p<0.0025).
The measurement of clinically significant change
The distribution of DLCS scores for the three groups is presented in 
Figures 15.12, 15.13, and 15.14. This distribution shows that, on 
admission, nine out of the ten SB subjects and all the RIC subjects 
scored within the 30 - 50 range. Six of the MCT subjects scored within 
this range, the remaining subjects registering even higher scores in 
the range between 50 and 60. At follow-up, the distribution of SB 
scores remained unchanged. The RIC subjects showed only one change, 
this being in a negative direction. At the final evaluation, however, 
the distribution of NCT scores showed that the number of subjects 
scoring below 40 had doubled.
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Figure 15.12 : Distribution of DLCS Scores - SB Group
Admission Follow-up
7
6
Figure 15.13 : Distribution of DLCS Scares - BMC Group
Admission Follow-up
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Figure 15.14 : Distribution of DLCS Scares — KCT Group
Admission Follow-up
7
6
The DLCS follow-up scores were analysed using the SC index. Index 
scores are presented in Table 15.8.
Table 15.8 : DLCS - SC Index Scares
Using the SC Index, only three SB subjects and one RHC subject showed a
more internalised score on follow-up. Bone of these changes reached the
level of significant change defined by Christensen and Mendoza. All of
- 2 7 5 -
the JtCT subjects, however, showed a reduction in their DLCS scores, 
five passing Christensen and Mendoza’s five per cent significance 
level. Comparison of these SC index scores, using Kruskal Vallis One- 
Way Analysis of Variance, showed a significant difference between the 
groups (H=19.53, df=2t p<0.0001).
C: Analysis of the Measure of the Dependent Variable, 
Satisfaction with Care and Treatment.
Satisfaction with care and treatment was measured by the Patient 
Satisfaction Scale (PSS). The hypothesis stated in relation to this 
variable was as follows:
Mull Hypothesis 9. Measures of satisfaction with care and treatment on 
the PSS will not differ significantly between the three groups at 
follow-up.
Research Hypothesis 9. The MCT group will show higher scores on the PSS 
than RIC or SB at follow-up.
Only 14 subjects (47%) returned the Patient Satisfaction Scales (PSS) 
following the final follow-up interview (six MCT, four SB and four RNC 
subjects). This meant that a meaningful comparison between the three 
groups was not possible. In this section, the data provided by these 
respondents will be discussed, amplified by some of the comments made 
by the subjects in response to soma of the statements in the scale.
The 35 items on the scale represented six inter-related facets of the 
’care’ offered to the patient on the ward. These involved the subject’s
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ratings of her level of 'satisfaction* with: her orientation to the 
ward, the nursing team, her care, her medical treatment, the 
involvement of her family and ’general factors'. The total and sub­
scores from the 14 respondents on the scale are shown in Table 15.9.
Table 15,9 Patient Satisfaction Scale: Total and sub-scores (n=14>
Orient’n lurses Care Medical Family Gen. Total
Items (1-5) (6-13) (14-16) (17-24) (25-30) (31-35)
Maximum 20 32 12 32 24 20 140
X 11.2 23.5 8.4 18.3 13.1 15.8 90.4
Range 4-18 16-29 4-12 8-30 4-20 13-18 60-112
So subjects scored between 0 - 3 5  (’very dissatisfied’); one subject 
scored between 36 - 70 (’dissatisfied’); nine subjects scored between 
71 - 105 ('satisfied'); and four subjects scored between 106 - 140 
(’very satisfied').
Scale sub-sections
All respondents made at least one comment against their score on one of 
the items on the scale. Some of these comments are presented below, 
under the sub-section headings, in an attempt to illustrate the views 
of the respondents to their care.
Orientation. The first five statements related to aspects of the 
patient's introduction and orientation to the ward. Most of the 
respondents were reasonably satisfied with their introduction to the 
ward (mean = 11.2; maximum possible = 20). Some of the subjects had 
difficulty remembering the details of their admission and orientation.
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Only three subjects scored less than ten in this section. Selected 
comments are presented verbatim below. An attempt was made to select 
comments from each of the three groups, in relation to the item, in an 
attempt to represent the view of group members. Only items which were 
commented upon by more than two subjects, were selected for 
illustration.
1. How much information were you given about your admission to the 
ward?
My state of mind caused me to shut out staff. Didn’t want to be 
bothered (RIC subject).
I was upset and I just couldn’t think straight <SB subject)
Very confused (MCT).
5. Vas your treatment explained to you?
I was put on a course of pills ’two of this and two of that’ and 
then two of the next thing ’sleeping pills’ (RIC subject).
The cognitive therapy help offered(sic). Treatment in ward 
consisted of preparing me for this although at the time a bit 
confusing (MCT subject).
Wurses, Statements 6 to 13 dealt witht the patient’s view of the 
nursing team. In general the respondents appeared satisfied with the 
nursing team (mean = 23.5; maximum possible = 32). Only one subject 
scored below 20 in this section. The following selected comments 
illustrate their views.
6. How willing were the nurses to speak to you?
The nurses were really great, from sister, charge nurse, staff 
nurses, nurses and enrolled nurses. Myself, I think I could havebeen
a better patient (RIC subject).
I sometimes found it difficult to talk, even if they began the 
conversation (MCT subject).
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7. Did the nurses explain things to you as they went along.
I was told when a certain doctor would be seeing me later in the 
day to have a talk with me. I was told by the nurse not to worry 
about that, so that was reassuring (SB subject).
11. How much understanding did the nurses have of your illness?
They knew every step of the way (MCT subject)
Students in first year, I think don't understand as much as 
qualified nurses (SB subject).
13. How did th£ nurses deal with your problems?
Very helpful (MCT subject).
If I did have a problem the nurses would tell me not to worry and 
sit down beside me and explain things to me (RIC subject).
General care. Three statements dealt with general aspects of care on
the ward. Respondents scores ranged from low to high
'satisfaction'(mean - 8.4; maximum possible = 12).
16. Vhat did you think of the nursing care you received overall?
Two words sum that up 'very good' (RJC subject).
Excellent. Follow up visit made me realise this (MCT subject).
Medical treatment. Eight statements dealt with aspects of the medical 
treatment; interviews with the doctor, drugs etc. The responses here 
were variable. Some subjects were very satisfied, others critical of 
the medical service (mean = 18.3; maximum possible = 32). Although 
these items were intended to assess only the medical 'treatment', some 
of the responses appeared to evaluate the nursing intervention: the two 
comments from MCT subjects in question 24, appear to reflect their 
experience of the MCT intervention.
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20. Vhat did you think of the doctor's answers to your questions?
The answers from the doctor were more like questions back to me. I 
would get confused and the doctor would say ’that’s fine. That’s 
enough for today’. Poor soul I got him confused <SE subject).
24. Did you get the kind of treatment and help you wanted?
It was different from what I had known before. Felt I was learning 
something about myself (MCT subject).
Yes, to some extent, as I did not knw what was wrong with me. Still 
don’t (RHC subject).
low I realise that this was probably the best way as I had a bigger 
hand in my own cure (MCT subject).
Family. Five statements dealt with the involvement of the patient’s 
family in her admission, care and dicharge (mean = 13.1; maximum 
possible =24). Responses ranged from very low (4) to high 
’satisfaction’(20). Much of the ’dissatisfaction’ appeared to involve 
communications about discharge, where five subjects commented that they 
’passed on’ all the necessary information to their relatives.
26. How Mich opportunity did your family have to discuss your illness 
with staff?
lot too sure that they wanted to (be involved) anyway (MCT subject). 7
Ve wanted an opportunity to discuss it together and not my husband 
alone with the doctor. This was denied us(SE subject).
General. The last five statements dealt with general evaluations of 
care on the ward: freedom, spare time, individual attention etc. Most 
of the respondents expressed relative ’satisfaction’ with their care 
and treatment overall (mean = 15.8; maximum possible = 20).
34. Do you feel that you were treated as an individual on the ward?
I felt that I should conform (RIC subject).
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’Hot at all', there were patients worse off than me, and who I 
thought needed a little bit of help and comfort more than 
others(RHC subj ect).
D: Analysis of the Measure of the Dependent Variable,
Length of Hospital Stay and Drug Treatment
Length of stay on the ward and medical treatment were determined on an 
individual basis. To assess the possible influence of hospitalisation 
and individually tailored drug regimes, the three groups were compared 
on these two, uncontrolled variables.
Length of stay. The length of stay over all subjects ranged from one 
month to seven months. The length of stay for each group (mean and 
standard deviation) is summarised in Table 15.10. A between-groups 
comparison , using Kruskal Vailis One Vay Analysis of Variance by 
Ranks, showed no significant difference between the three groups on 
this variable (H=2.48. df=2, ns).
Table 15.10: Length of Stay: weeks - Mean, range and standard 
deviation.
SB RIC KCT
X(SD) 8.9(4.8) 11.1(4.5) 12.6(6.7)
Range 4 - 1 7  4 - 2 7  5 - 2 1
Drug treatment. The individually-tailored drug regimes were assessed in
termB of the number of weeks each subject received the minimum
therapeutic dose of any antidepressant or anxiolytic drug. Scores
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ranged overall between 4 (where the subject received only one drug) and 
61 (where the subject received several drugs during her stay). Drug 
scores are summarised for the three groups in Table 15.11.
Table 15.11. Drug treatment scores: mean, range and standard deviation
SB RIC XCT
X (SD) 11.5(8.04) 15.7(16.1) 14.3(6.7)
Range 4 - 2 6  5 - 6 1  5 - 2 8
A comparison of these drug treatment scores, using Kruskal Vailis One 
Way Analysis of Variance by Ranks, showed no significant difference 
between the three groups (H=l,75, df=2, ns).
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CHAPTER 16
DISCUSSI01 OF PART THREE 
Overall Evaluation of The Subjects
Tha main (experimental) study aimed to compare the effects of three 
discrete forms of nursing intervention on the presentation of women 
diagnosed as suffering from manic depressive psychosis. The study was 
evaluated by comparison of the three groups on admission, at discharge 
from the study, and at a six-month followup. The three groups, Routine 
lursing Care (RIC), Self Evaluation (SB) and Modified Cognitive Therapy 
(XCT), were compared in terms of between-group and withln-group 
differences at each stage of the study. Bo significant differences 
existed between the three groups of subjects on admission, in terms of
age or number of previous admissions to hospital for depressive 
illness.
A: Outcome Evaluation at Pollow-up. The study tested nine discrete 
hypotheses which are discussed below, in relation to each of the 
dependent variables. A general evaluation of the subjects was provided 
by the identification of their status at the final follow-up 
evaluation, six months after discharge. Three subjects from the Routine 
lursing Care (RIC) group and two subjects from the Self Evaluation (SB) 
group had been readmitted, at some stage during the six month period 
following discharge. Although this evaluation of -patient status- does 
not describe the subjects further, it suggests that the Modified 
Cognitive Therapy (MCT) subjects were not showing overt symptoms of
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affective disorder, sufficient to require their re-admission, at the 
six month follow-up.
B: The Analysis of the Measures of Dependent Variables 
Characteristic of Affective Disorder 
Dependent variable 1 : Depression
This variable was measured by the Beck Depression Inventory (BDI), on 
admission, at discharge and at follow-up.
Two hypotheses were stated in relation to this dependent variable:
Mull Hypothesis 1. Measures of depression on the BDI will not differ 
signficantly between the groups RIC, SB and MCT at discharge.
Besearch Hypothesis 1. The MCT group will yield lower BDI scores than 
RIC or SB at discharge.
Mull Hypothesis 2. Measures of depression on the BDI will not differ 
significantly between groups RIC, SB and MCT, at follow-up.
Research Hypothesis 2. The MCT group will yield lower BDI scores than 
RHC or SB at follow-up.
Assessment of the subjects showed that the three groups’ BDI scores 
were similar on admission and at discharge. Although the mean scores of 
all three groups were reduced at follow-up, significant differences 
existed between the groups. Although only RIC and MCT groups showed 
significant changes across the three phases of the study, significant 
changes between admission and follow-up scores were present for all
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three groups. Paired comparisons at follow-up showed that the MCT 
groups was significantly more improved on this measure than the other 
two groups. Given that no significant differences existed between the 
three groups at discharge, null hypothesis 1 was not rejected. 
Significant diferences between the three groups existed at follow-up, 
and these were in the direction predicted by the research hypothesis. 
Consequently null hypothesis 2 was rejected.
The analysis also considered the extent to which the subjects’ BDI 
scores showed clinically significant changes across time. On admission, 
only four subjects scored within the borderline range for clinical 
depression (17 - 20), whereas more than half of the subjects scoring 
within the ’severe depression’ and 'extreme depression’ ranges. 
Although, at follow-up, almost two-thirds of the total sample scored 
within the range of ’mild mood disturbance’ or the non-depressed range, 
the representation of MCT subjects was greater here than either of the 
other two groups. Indeed, only one of the MCT subjects scored within 
the range of clinical depression (’borderline’) with seven subjects 
from this group scoring within the ’non-depressed - normal’ range. By 
comparison, six RIC and five SB subjects scored above the cut-off point 
for the definition of clinical depression, five of these scoring within 
the ’severe’ and ’extreme' ranges.
Differences between the groups were evident also using Christensen and 
Mendoza’s 'significant change' formula. Only three SB and five RNC 
subjects showed clinically significant change, whereas all ten MCT
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subjects showed significant gains, in terms of lowered Beck Depression 
Inventory scores, on this index. These analyses suggest, not only that 
the MCT group showed lower follow-up depression scores, but that most 
of this group returned to within ’normal limits’ on this measure.
The research hyppotheses had predicted that the MCT group would show 
lower scores on the BDI scale over the two other groups at discharge 
<1> and follow-up (2). As noted above, significant differences were 
present only at follow-up. Given that all subjects were discharged when 
affectively well’ on the basis of a psychiatric interview, this may 
explain why no significant difference existed between the groups on the 
BDI at discharge. The follow-up evaluations were, however, influenced 
by the readmission of five subjects. In the case of the BDI analysis, 
the readmission ratings were accepted as ’follow-up’ scores. This 
procedure can be criticised on the grounds that instead of evaluating 
these five subjects six months after discharge from treatment, they 
were assessed at the beginning of another hospitalisation. The 
readmitted subjects could have been omitted from the follow-up 
analysis. Since the study aimed to * re-assess’ the subjects at six 
months, to judge whether improvement or regression had occurred, the 
use of the readmission ratings may represent the most acceptable, 
albeit imperfect, evaluation of ’follow-up’ for these subjects.
The analysis of the Beck Depression Inventory (BDI) data provides clear 
indications of differences in the responses of the three subject 
groups, on this measure, across time. The Routine lursing Care (RMC) 
group showed significant changes across the three phases of the study, 
and were significantly improved at follow-up, compared with their
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admission scores. The Self Evaluation (SE) group was significantly 
improved at follow-up, but did not show significant changes across the 
three phases of the study. The Modified Cognitive Therapy (MCT) group 
showed significant improvement at follow-up, over admission scores; 
over the three phases of the study; and were significantly more 
improved at follow-up than either of the other two experimental groups. 
Although significant differences did not exist between the Significant 
Change (SC) index scores, every subject in the MCT group showed 
clinically significant change, compared with only five RFC subjects and 
three from the SE group. Taken together, these between-group, within 
group and normative comparisons provide strong support for the 
superiority of the Modified Cognitive Therapy (MCT) intervention over 
Routine Fursing Care (RFC) and the Self Evaluation (SB) intervention, 
in the reduction of depression, as expressed by the reduction of scores 
on the Beck Depression Inventory (BDI).
Dependent variable 2 : negative automatic thoughts 
This variable was measured by the Automatic Thoughts Questionnaire 
(ATQ30), on admission, at discharge and at follow-up. Two hypotheses 
were stated in relation to this dependent variable.
Full Hypothesis 3. Measures of negative automatic thoughts on the ATQ30 
will not differ significantly between the three groups RFC, SB and MCT, 
at discharge.
Research Hypothesis 3. The MCT group will yield lower scores on the 
ATQ30 than RFC or SE at discharge.
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Mull Hypothesis 4, Measures of negative automatic thoughts on the ATQ30 
will not differ significantly between the three groups RFC, SB and MCT, 
at follow-up.
Research Hypothesis 4. The MCT group will yield lower scores on the 
ATQ30 than RFC or SB at follow-up,
Fo differences existed between the groups’ ATQ30 ratings on admission. 
More than three quarters of the subjects* scores were more than one 
standard deviation above the mean of the two samples used for normative 
comparison, showing the dysfunctional nature of the sample as a whole. 
Although all three groups showed reductions at discharge and follow-up, 
the follow-up scores which fell within 'normal limits’ represented just 
more than one third of the total sample; more than half of these came 
from the MCT group.
Fo significant difference between the groups was evident at discharge 
or follow-up. Significant changes were shown, however, for each group 
over the full length of the study and for admission/follow-up 
comparison. Although paired comparison in the absence of significant 
between group differences is questionable, this analysis showed 
significantly greater reductions in ATQ30 scores for MCT at follow-up
over the RFC group. However the difference between MCT and SB was not 
significant.
Six subjects each from the RFC and SB groups showed a significant 
clinical change on Christensen and Mendoza’s SC index, with nine MCT 
subjects passing tbls criterion. Statistical comparison of the index
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scores, however, showed no significant differences between the groups. 
In the absence of significant between-group differences at either 
discharge or follow-up, the null hypotheses 3 and 4 were not rejected. 
However, the paired comparisons suggest that the MCT group scores were 
lower than those of the other two groups and, perhaps more importantly, 
the normative comparison described a more obvious downward trend, 
towards the range of 'normal limits' for this measure.
The relationship between the subjects’ Beck Depression Inventory (BDI) 
and ATQ30 scores is also worthy of comment. Seven MCT subjects fell 
within normal limits on the BDI; six MCT subjects scored within the 
normal range on the ATQ30. Three SB and four BMC subjects scored within 
normal limits on the ATQ30, two and three subjects respectively, 
falling within normal limits on the BDI. Eaves and Rush <1984) reported 
that endogenous depressed (sic) subjects’ ATQ scores were reduced to a 
normal level with recovery, whereas an unreal tted group continued to 
report a higher frequency of negative thoughts. In the main 
(experimental) study reported here, the number of subjects within each 
group who returned to within normal limits on the BDI, was similar to 
the number of subjects who returned to within normal limits on the 
ATQ30. However, since a correlation between ATQ30 and BDI scores was 
not undertaken, the exact nature of this relationship is not clear. It 
could be argued, however, that as subjects became less 'depressed' 
(reduced scores on the BDI), they engaged in less negative thinking 
(shown by reduced ATQ30 scores). Teasdale and Fogarty (1979) have 
presented evidence for this view, suggesting that depressed mood tends 
to increase accessibility of negative thinking.
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An alternative view would be that subjects may become less depressed as 
they reduce the frequency of their negative thinking. A third 
interpretation would be that the two sets of measures are co-related, 
but have no causal relationship with each other. Alladin's (1985) 
empirical test of Beck's cognitive theory presented the confusing 
conclusions that 1) negative thinking was best regarded as a 
consequence of depression, varying as a function of sex and severity of 
depression; and ii) that non-depressed anxious controls showed a 
similar 'depressive' thinking style, thereby challenging the Beck's 
claim concerning the specificity of negative thinking to depression.
The inconclusiveness of similar findings had encouraged Rush and Giles 
to suggest that it was unclear whether cognitive distortions were 
aetiological, descriptive, or epiphenomenal (cited by Alladin, 1985).
The design of the experiment reported here prohibits any further 
clarification of those hypotheses.
The three nursing interventions, Routine lursing Care (RJC), Self 
Evaluation (SB) and Modified Cognitive Therapy (KCT), all focussed upon 
these 'cognitive distortions', albeit in different ways. Although 
process data were not collected, from the descriptions of the nursing 
care provided in Part One, it can be assumed that most of the RIC and 
SB group interactions dealt with the patient's thoughts and feelings, 
and their relationship to her life in general. The nurses in the RIC 
were encouraged to approach the patient's 'thoughts' in the manner 
described in the literature and the sub-studies reported in Part One.
The nurse allowed the patient to 'set the agenda' for the interaction, 
providing support, encouragement and expressions of understanding, in
- 2 9 0 -
an attempt to facilitate further discussion of depressive themes. The 
SB group used a similar approach, adding structure to the discussion by 
use of the 'identification and rating* card, which in turn became the 
focus for a more structured 1 problem-solving* discussion. Although the 
content of the ’self evaluation* cards was not studied closely, the 
nurses reported that subjects typically described negative self- 
evaluations, such as ’’I'm no good to my husband any more’*, or made 
negative predictions: **I won’t be able to speak to him". Although the 
interactions did not focus exclusively on negative thoughts to the 
exclusion of negative affect, the emphasis upon negative thoughts 
appeared to be the primary focus. The XCT group subject, however, 
received a discrete alternative in the form of interactions which 
° ^ ere(^  consistent explanations of her negative thinking as a ’style*, 
common in depression. The ’patient’s manual’ (see Appendix 19) 
reinforced the ’normal’ status of such negative thinking in depression, 
and offered practical strategies for identifying thoughts and 
challenging them, or in critical situations, avoiding some of their 
negative impact by distraction, immersion in activity or self-talk 
procedures.
Although differences between the three groups on the ATQ30 can be 
interpreted as consequences of differing reductions in negative affect, 
these changes in the level of negative thinking might also be 
attributed, at least in part, to the different styles of ’thought 
manipulation’ present within the different types of nursing 
interactions. The traditional style of interaction offered to the RIC 
group emphasised ’ventilation’ of feeling. It can be assumed that this
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’feeling talk’ embraced thoughts as well as emotions, in the sense 
described by Ellis (1962):
...human thinking and emotion are not two different 
processes...they significantly overlap and are in some respects the 
same thing (p. 38)
Although the RIC interactions had no specific ’ideological’ base, in 
the author’s view the RIC group nurse’s orientation reflected Ellis’ 
view of the ’wholistic' nature of human experience: when a person 
senses something, he also tends to do something in response to that 
sensation, having at the same time feelings and thoughts about the 
sensation and his own behaviour. However, the RIC nurses largely 
concluded their ’exploration’ of the relationship between thoughts, 
feelings and the patient’s behaviour, once the patient had expressed 
herself. Any practical exploration, by the patient, of ways of 
confronting, resolving or circumnavigating the negative experiences 
described in her ’thoughts’ was undertaken in a largely unstructured, 
unsystematic manner. It might be assumed that these interactions 
brought emotional relief, where negative thoughts or feelings were 
released'. It is possible that subjects might also have become more 
aware of their thoughts and perhaps have adjusted these, as a function 
of the interaction. However, since the specification of such a goal was 
not on the RIC nurse’s agenda, the possibility that RIC group subjects 
might have ’benefitted’ from such an interaction is no more than 
conjecture.
The SB group encouraged the patient to set the agenda in a similar 
fashion, but provided more structure to the examination of thoughts, 
feelings and ways of resolving problems. Although no specific problem­
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solving format was employed, subjects were encouraged to explore 
alternative ways of looking at and dealing with situations, in the 
manner described by D’Zurilla and Goldfried (1971), subsequently 
weighing up the pros and cons of different strategies. The MCT group 
approach was described in some detail in Chapter 14, and is perhaps 
best represented by the structure and content of the 'patient’s manual* 
(Appendix 19). The key differences between MCT and the two other 
interventions lay in the MCT group nurses’ use of a clearly defined 
rationale and specific techniques of behavioural and cognitive 
manipulation. The R5C and SB group nurses did not attempt to explain 
the phenomenom of negative thinking from any specific theoretical 
standpoint. The MCT group nurses, however, repeatedly emphasised the 
contiguous relationship between thoughts and feelings, this conceptual 
model being illustrated further in the manual (see Appendix 19).
Six RIC subjects and six SB subjects showed a significant positive 
clinical change in their ATQ30 scores, three of the former and only two 
of the latter falling within normal limits. By contrast, nine MCT 
subjects showed a significant clinical change, six of these falling 
within normal limits. One might have expected the SB group to have made 
more gains than the RMC subjects, given their discrete emphasis upon 
problem-solving. It might be posited, however, that the emphasis on 
problem-solving, especially within a relatively unstructured context, 
generated anxiety for the subjects, who were required to take 
responsibility for their depressive thoughts and their possible 
resolution. Alladin’s (1985) study suggested that elevated anxiety, at 
discharge, was more likely than depression to maintain negative
- 2 9 3 -
thinking style. At the level of maximum speculation, it can be 
hypothesised that the problem-solving approach, for some subjects, may 
have maintained levels of negative thinking, through the stimulation of 
a form of performance anxiety. By contrast, the supportive atmosphere 
of the RFC group may have allowed as much, if not more, problem-solving 
to take place, in a situation where no obvious pressure was placed upoir 
the patient to take such an initiative for herself.
The relative success of the MCT group on the ATQ30 could be attributed 
to their greater improvement in levels of depression at follow-up. 
Alternatively, it could be suggested that the rationale and strategies 
afforded this group allowed them the opportunity to ’learn' more about 
their thinking style and its effects on their mood levels. Some 
behavioural studies (such as Foa & Kozak, 1986; Lang, 1979) have 
suggested that the amount of change which occurs during therapy is 
directly proportional to the degree to which feeling, thoughts, 
attitudes, behaviour and physiological responses are accessed, or 
available to the patient's conscious awareness during treatment.
Persons and Burns (1986) called this the "accessing hypothesis". The 
early interactions with the JfCT subjects emphasised helping the patient 
to develop awareness of feelings and thoughts, helping her distinguish 
between somatic (or physiological) feelings and 'psychic' emotions, 
involving thinking and imagery. By projecting examples of depressive 
experiences in the manual, the author hoped to assist the nurses to 
project a form of 'predictive empathy’ (Alpher and Turkat, 1986) in an 
attempt to reinforce the credibility of their alternative 
conceptualisation of the patient’s problems. The MCT group was
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presented with more clearly defined strategies for manipulating 
negative thinking than the other two groups. These were supported by a 
'logical* rationale made credible to the patient by illustration of 
depressive thoughts and feelings which were consonant with the 
patient’s own experience. At a speculative level, these elements of the 
MCT approach can be viewed as factors which played an important role in 
the reduction of negative thinking within this group.
Although all three groups showed significant reductions in their ATQ30 
scores at follow-up, the majority of those who made the most 
significant clinical changes, in terms of ATQ30 scores returning within 
normal limits, came from the MCT group. Comparison of pairs of groups 
at follow-up showed that the MCT group made significantly greater gains 
over the RIC group only, in terms of reduction in ATQ30 scores. The 
difference between MCT and SB failed to reach significance. Therefore, 
the null hypotheses 3 and 4 were not rejected.
Dependent variable 3 : dysfunctional beliefs
This variable was measured by the shortened Dysfunctional Attitude 
Scale (DAS) on admission, at discharge and at follow-up. Two hypotheses 
were stated in relation to this dependent variable:
Mull Hypothesis 5. Measures of dysfunctional beliefs on the DAS will 
not differ significantly between the three groups RIC, SB and MCT at 
discharge.
Research Hypothesis 5. The MCT group will yield higher DAS scores than 
RIC or SB at discharge.
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Full Hypothesis 6. Measures of dysfunctional beliefs on the DAS will 
not differ significantly between the three groups RMC, SB and MCT at 
follow-up.
Research Hyperthesis 6. The MCT group will yield higher DAS scores than 
RMC or SB at follow-up.
Between group comparison revealed no significant differences between 
the three groups on admission, at discharge or at follow-up.
Significant changes across the full duration of the study were present 
only for the SB and MCT group, with significant admission versus 
follow-up differences present only for the MCT group. Paired 
comparisons at discharge and follow-up showed no significant 
differences between the three groups. On the basis of these analyses 
Mull Hypotheses 5 and 6 were not rejected.
Comparison of admission and follow-up scores showed that three subjects 
each from SE and MCT and two from the RMC group moved from below to 
above the normative cut-off score, indicating positive gains for these 
subjects. However, analysis of these scores, using Christensen and 
Mendoza’s significant change index, showed that only one SB subject and
two each from the RMC and MCT groups had made a clinically significant 
change.
Mone of the experimental nursing interventions manipulated directly the 
subjects' dysfunctional beliefs which were assessed on the DAS. As 
noted above in the section on negative thinking, it can be assumed that 
all three groups dealt with the kind of negative thoughts which
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projected at least some of the views held by the patient on herself and 
her world. However, in the absence of process data it is not clear to 
what extent any of the three groups manipulated the dysfunctional 
’needs’ for approval, lave, achievement, perfectionism, entitlement, 
omnipotence and autonomy, which were measured by Burn’s version of the 
DAS. The nurses who were trained to work with the MCT group were 
offered no specific training in accessing underlying dysfunctional 
belief systems, and no specific attention was paid to this area in the 
patient’s manual (see Appendix 19). It is commonly accepted that the 
depressed person is not aware of these 'silent assumptions’ (Burns,
1980), by which she construes herself and her world and which form the 
basis for the definition of her personal worth. Consequently, it is 
accepted that the identification and confrontation of these belief and 
value systems is a sophisticated process, outwith the bounds even of 
supportive psychotherapy. It can be assumed, therefore, that direct 
manipulation of such ’emotional vulnerabilities’ was not on the agenda 
of any of the experimental groups.
It is perhaps unremarkable that the majority of subjects showed no 
major change in DAS scores occurred, given that none of the groups 
attempted, directly, to deal with dysfunctional beliefs. Why some 
subjects showed significant changes, however, is unclear. Although an 
abbreviated version of Veissman and Beck’s scale was used, these 
results lend qualified support to the findings of earlier studies (such 
as Eaves and Rush, 1984) which reported nonsignificant changes in the 
dysfunctional attitudes of patients with Major depressive disorder. 
Although neither study attempted to manipulate negative attitudes, both
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Dobson and Shaw (1983) and Eaves and Kush <1984) found that, although 
their subjects showed a reduction in DAS scores with clinical 
remission, their dysfunctional attitude scores remained higher than a 
normative comparison group. Eaves and Rush concluded that negative 
attitudes behaved as trait, rather than state, variables. In this 
study, most subjects remained unchanged, or made non-significant gains 
at follow-up. This may support the hypothesis that snail gains are 
dependent upon clinical remission. However, given that a small 
proportion of subjects made significant changes in DAS scores, may 
question whether DAS scores represent trait, or state, variables, which 
are amenable to manipulation.
The view that negative attitudes, as measured by the DAS, are the 
symptoms or effects of depression, rather than attitudinal 
precipitants, was proposed by Schreiber <1978). Empirical suppport for 
this hypothesis was provided by Silverman, Silverman and Bardley’s 
<1984) study, where drugs and supportive psychotherapy produced a 
significant diminution of DAS scores in a sample of 35 depressed 
patients. These authors argued that supportive psychotherapy could not 
account for such a ”rapid and dramatic improvement in attitudes about 
life” <p.29). In a concurrent survey of several groups of psychiatric 
patients, Silverman et al. (1984) reported that asymptomatic depress!ves 
displayed "if anything, less maladaptive thinking” than other 
psychiatric patients. In their sample, 10 bipolar depressives were ”as 
healthy as control subjects” on the DAS <p.30). Silverman et al.*s 
conclusion that the maladaptive attitudes of depressives are corrected 
automatically in the course of recovery is, however, questionable on
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the grounds that their sample used only private patients, among whom 
chronic depressives "refractory to drug and electroshock therapy” did 
not exist.
Parker, Bradshaw and Blignault’s (1984) study of 43 patients with 
‘neurotic or reactive depression* showed that those who improved most 
on the Zung depression scale showed the greatest gains in DAS scores. 
Their conclusions echoed Hamilton and Abramson’s (1983) findings that, 
rather than a possible cause, dysfunctional attitudes were a function 
of depression. Both Eaves and Rush (1984) and Giles and Rush (1982) 
found that the DAS failed to discriminate between ’endogenous’ and 
’non—endogenous’ depressed subjects. Consequently, these conflicting 
conclusions cannot be attributed unequivocally to differences in the 
subject sample.
The study reported here fails to show a consistent scoring pattern of 
changes on this measure. Only the MCT group showed significant changes 
across the whole study and between admission and follow-up. However, 
between-group comparison showed no significant differences at discharge 
or at follow-up. Consequently, null hypotheses 5 and 6 were not 
rejected.
Dependent variable 4: locus of control
This dependent variable was measured by the Depression Locus of Control 
Scale (DLCS) on admission, at discharge and at follow-up. Two 
hypotheses wer&stated in relation to this dependent variable:
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Wull Hypothesis 7. Measures of locus of control on the DLCS will not 
differ significantly between the three groups RIC, SB and MCT at 
discharge.
Research Hypothesis 7. The MCT group will yield significantly lower, 
more internalised scores, on the DLCS compared with RIC and SB groups.
Wull Hypothesis 8. Measures of locus of control on the DLCS will not
differ signfleantly between the three groups RIC, SB and MCT at follow­
up.
Research Hypothesis 8. The MCT group will lower, more internalised 
scores on the DLCS, compared with RIC and SE at follow-up.
lo significant differences between the groups was found on admission, 
at discharge or at follow-up. Vithin-group analysis showed no 
significant change for the SB and RIC groups across the three stages of 
the study, but demonstrated a significant change in the MCT subjects 
scores (p<0.004). A similar picture emerged from the admission and 
follow-up comparions. lo significant differences were present for the 
SB and RIC scores but a significant change was detected in the 
predicted direction for the MCT subjects <p<0.0025>. On the basis of 
these analyses, null hypotheses 7 and 8 were not rejected.
Although the use of paired comparisons, in the absence of between group 
differences, is questionable this analysis was undertaken to clarify 
the comparison of the three groups. lo significant difference between 
pairs of groups showing the most extreme score profiles was shown on 
admission or at discharge. Follow-up comparison between pairs of
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groups, however, showed that the MCT subjects scores were significantly 
lower (more internalised) than the RNC group, but did not differ 
significantly from those of the SB group.
In the absence of a large scale normative comparison group, it was 
difficult to draw meaningful conclusions about the nature of scores 
which had shown positive changes during the study. Analysis of the data 
using Christensen and Mendoza’s significant change index showed no 
significant change for any subject’s scores from the SB and RNC groups, 
only three SB and one RNC subject showing a reduction over their 
admission score at follow-up. By comparison, all ten MCT subjects 
scores were reduced at follow-up, five of these passing the Christensen 
and Mendoza criterion of significant clinical change <p<0.0001).
Although null hypotheses 7 and 8 were not rejected the consideration of 
all analyses, including the measurement of clinically significant 
change, suggests that the MCT group showed more consistent change 
across the study, showed greater levels of clinically significant 
change and showed more significant ’improved' scores at follow-up, over 
the other two groups.
The subject’s view of herself as a depressed person was not manipulated 
directly in any of the interventions. The assumptions concerning the 
manipulation of dysfunctional attitudes,which were discussed above, 
appiy here also. The DLCS purported to measure the extent to which the 
patient expresses internal, rather than external, locus of control.
This construct can be interpreted as a variant of self-esteem, 
expressing some of the attitudes the subjects holds about herself. 
Coleman (1975) suggested that self-esteem demonstrates a causal, rather
- 3 0 1 -
than correlational, relationship with depression and elevation of mood.
In Wilson and Krane’s (1980) laboratory study, subjects were required 
to read positive, negative or neutral self-statements. Subjects who 
read negative self-statements reported a subsequent significant 
lowering of self-esteem, with significantly higher depression, social 
withdrawal and depression ratings, than subjects who read positive or 
neutral self-statements. Wilson and Krane’s study not only suggests 
that self-esteem can be manipulated in the laboratory, but supports 
Coleman’s earlier findings that cognitively induced lowering of self­
esteem predictably influences the reporting of levels of depression.
It can be assumed that all three interventions studied here aimed to 
encourage the patient to view herself in a more positive, constructive 
manner. Much of the nursing literature pertaining to depression, 
reviewed in Part One, identifies the manipulation of self-esteem as an 
important area. Emphasising the worth of the patient and maximising 
levels of self-esteem, was one of Cormack’s (1983) therapeutic use of 
self categories, from his observational study of psychiatric nursing 
practice. As noted in the literature review in Part One, what is not 
clear is how nurses achieve this goal. Although reassuring the patient 
of her worth may achieve a short-term ’inflation’ of self-esteem, it 
remains to be demonstrated that such support is anything other than 
palliative, and might be seen as debilitating in the long term. In the 
context of their study of manic depressive patients, Cohen et al.(1954) 
observed that, as children, future manic depressives were constantly 
observed by critical parents, who expected model behaviour from them in 
order to bring honour upon the family. Beck (1976) presented a similar
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view of the influence of critical parental attitudes shaping negative
views of the patient’s self in adult life. Arieti’s hypothesis
concerning the ’dominant other’ in interpersonal relations is apposite
to any discussion of depression. In Bemporad’s (1980) view the
depressed person’s childhood experience of the parent involves:
...reactive learning... whereby the child is made to become a 
desired ideal which does not necessarily resemble the parent, in 
order to win love or escape punishment (p. 165)
Bemporad argues that depressives appear to be products of excessive
’reactive learning*. As a result they develop reactive identities:
...he (the depressive) functions best in a role that reflects the 
dictates of the dominant other rather than any independent 
standards. These individuals require the presence of an external 
agency in order to derive satisfaction, and they are unable to gain 
pleasure from independent achievement (p.165).
Both the interpersonal and cognitive theorists appear to implicate past 
relationships in the aetiology of depression but emphasise the 
importance of changing present relationships in order to reduce 
depression. These ’relationships’ are especially exemplified in the 
patient’s thoughts about, and behaviour towards, herself and those who 
make up her world. All three experimental nursing interventions aimed 
to 'boost* the patient’s self-esteem, encouraging her to tackle nd 
resolve her ’problems of living’. If the DLCS is a valid measure of the 
patient's locus of control» then the RHC and SB interventions appear to 
have made no impression on this particular aspect of the subject’s self 
image. Alternatively, the KCT group showed highly significant changes 
in their DLCS scores, suggesting that the approach adopted by the MCT 
group nurses may have helped the subject to distance herself from her 
stereotyped view of herself as a chronically depressed (and
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ineffectual) person. The data suggest that these subjects became more 
internalised, indicating that their view of their own capacity to 
control external sources of reinforcement, increased as a function of 
their exposure to the training in self-management, intrinsic to the MCT 
approach.
C : Analysis of the Dependent Variable,
Satisfaction with Care and Treatment
This dependent variable was measured by the Patient Satisfaction Scale 
(PSS) at the follow-up, six months after discharge. The hypothesis 
stated in relation to this dependent variable was as follows:
Mull Hypothesis 9. The measure of satisfaction with care and treatment 
on the PSS will not differ significantly between the three groups at 
follow-up.
Research Hypothesis 9. The MCT group will show higher levels of 
sfitisf&ctioii on the PSS than the RMC or SE groups at follow—up.
All subjects were invited to complete the PSS independently at home, 
returning the scale by post to the author. Five subjects were 
readmitted and were, therefore, ineligible for completion of this 
retrospective evaluation. Only 14 of the remaining 25 subjects returned 
completed questionnaires to the author. This rendered meaningful 
comparison between the three groups impossible.
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Although a between-group comparison was inappropriate, the available 
data suggested that the majority of the subjects who responded were 
’satisfied’ or ’very satisfied* with their care and treatment. The 
comments abstracted from the returns suggested that the patient’s 
recollections of admission were vague and some appeared to recollect 
being quite passive. Satisfaction with the nursing team per se was 
high: most subjects who made comments, praised the nursing staff in 
general. Few of the subjects made specific reference to the content of 
care, apart from general descriptions of reassurance, receipt of 
information concerning meetings with medical staff, and time nurses 
spent ’explaining things’. The evaluation of medical care and treatment 
was variable and was confused further by comments which appeared to 
reflect the subjects' appreciation of aspects of the experimental 
nursing intervention. Some dissatisfaction was expressed concerning 
staff contact with family, relating in particular to comments about 
information regarding discharge arrangements. Vith this exception the 
critical comments added by the respondents were focussed upon medical, 
rather than nursing, attitudes.
One of the subjects responded 'not at all’ to the question concerning 
treatment as an individual, adding that there were other patients worse 
off than her. This comment may reflect the self-deprecating attitude 
common among many depressed patients, but may also suggest that not all 
depressed patients are self-absorbed to the extent that they fall to 
notice the needs of their peers. The focus of the scale, upon the 
patient as an individual, rather than 'one of many', may have failed to
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acknowledge broader considerations about the context of care, which the 
patient was in a good position to assess.
Almost one third of the questions dealt with •communication* between 
the staff and the patient. A specific score for this was not computed 
Given the emphasis upon the ’working relationship’ between nurse and 
patient, this may have been an oversight.
The decision to review the measures of ’satisfaction’ and accompanying
comments as a whole, rather than undertake the between-group comparison
planned, was influenced by two issues concerning the low return rate.
First, the distribution of completed scales (seven MCT, four SB and
three RIC) did not represent the three groups equally. It may also be
that ’satisfaction’ and ’recovery’ are related and that those subjects
who were motivated to return the questionnaire, were sufficiently
recovered to wish to communicate this. It was notable, however, that
although medical staff members were singled out for direct criticism in
some comments, no critical comments of the nursing team were made. It
could be hypothesised that the 11 eligible subjects who failed to
return the scale, were dissatisfied with their care and treatment, but
were not motivated to communicate their views. The apparent readiness
of research subjects to respond positively to such ’consumer
satisfaction’ studies has drawn comment from other researchers:
Pressures towards conformity and tendencies toward an agreeing 
response set could be expected to be enhanced in the situation 
where patients are asked to evaluate the agency which is currently
1977) * °r WhiCh “ y trSat the,B agaln in the future ^Albers,
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In view of the ’chronic* status of the patient sample, many of whom 
might have expected to be readmitted to the research ward at some 
stage, it is perhaps unsurprising that so many were open in their 
'praise' of the nursing team.
The view that only satisfied patients respond to such surveys has also 
been noted by Kalman et si.(1992) who studied an affective disorder 
population, under what appeared to be similar conditions. The Kalman et 
al. study population completed their 18-item questionnaire before 
discharge, and had an opportunity to list the "least pleasing” and 
"most helpful" aspects of their hospitalisation. The questionnaire also 
asked subjects directly how they felt about tests conducted during 
their stay. The PSS, which was developed before publication of the 
Kalman study, aimed to test possible differences between subject's 
views of their care and treatment. In retrospect, it appears to be too 
broad to generate such an evaluation. Although scores on specific sub­
scales could be drawn from the total score, as noted above the 
responses to some of items suggested that subjects were confusing 
'medical' treatment and 'nursing' care. The wording of the questions 
was largely to blame for this confusion. Since the subjects were 
invited only to add 'comments’ below each question, it is unsurprising 
that many of these comments were general, rather than specific, in 
nature. Few of the comments revealed the patients views on actual 
nurse-patient interactions. On reflection, the PSS was limited by the 
absence of both 'open' and 'highly specific’ questions.
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The decision to invite the patient to complete and return the scale 
independently may have contributed to the low return rate. Completion 
of the scale in the nurse's presence , at the follow-up evaluation was 
rejected on the grounds that the nurse's presence might be intrusive. 
However, the length of the scale (twice the length of the Kalman et al. 
scale), the presence of open 'comments’ sections with each question, 
and the requirement to post the scale (although already stamped- 
addressed) may have been too demanding for some subjects. It may also 
be that some subjects, once 'affectively well', wish to forget the 
experience of depression, but may not wish to offend the nurse 
researcher by refusing outright to complete such follow-up measures.
In view of the return rate of the questionnaire, the experimental 
hypothesis was not amenable to examination. On the basis of the 
available data, however, it could be hypothesised that had such a 
comparison been possible, the conclusions might not have been 
meaningful. Those subjects who responded, appeared to make be making 
general evaluations of their care and treatment. Such a comparison may 
have failed to isolate anything other than chance differences between 
the three experimental groups. Given that each subject received only 
one 'form' of care, her evaluation was essentially 'situation 
specific'. However, subjects who received a different form of care, 
such as the NOT or SB groups, might have made a comparison between 
this, and previous, experiences of care. Apart from very general 
observations (e.g. "It was different from what I had known 
before” ..."Felt I was learning something about myself"...” ! had a
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bigger hand in my own cure” : all MCT subjects) no obvious comments were 
made comparing the most recent and previous experiences of care.
Some respondents expressed great satisfaction with the nurses. Although 
no clear differences between nursing and ward medical staff were 
identified, some comments suggest that the patients saw nurses and 
doctors quite differently. Of the nursing staff they commented:
The nurses were really great...: They knew every step of the
way;...the nurses would sit down beside me and tell me not to 
worry.
Comments which specified medical staff reflected a different kind of 
appreciation
The answers from the doctor were more like questions back to me
We wanted an opportunity to discuss it <my illness) together 
This was denied us.
These comments, although perhaps not representative of the whole
sample, appear to question Macilwaine’s (1981) view that
patients were as likely to see nurses as pill-givers and 
waitresses...as to value them for providing support and 
reassurance"<p.1159).
Instead, the subjects appear to reflect the ’need for affiliation’ 
described by Shanley (1984), where friendship-relationships serve an 
anxiety reduction function. It could be hypothesised that if nurses 
undertook a more formal psychotherapeutic role, they might be viewed as 
less accessible and less supportive; becoming more like the ’non- 
directive’ psychiatrist who ’reflects’ questions back to the patient. 
However, from the evaluation of the comments of the MCT group, who were 
exposed to a nursing approach which was quite different from ’routine 
practice’, this shift in appreciation was not apparent.
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D: Analysis of the Measures of the Dependent Variables, 
Length of Hospital Stay and Drug Treatment.
Length of stay and nurse contact. All subjects admitted to the study 
were discharged when the medical and nursing staff team considered that 
they were ’affectively well’ and ready to return home. All patients 
were interviewed by two psychiatrists, whose individual views, combined 
with general reports from the nursing team, were considered at the 
weekly case conference. In some cases, this assessment was influenced 
by domestic factors, such as family support. The conditions surrounding 
the discharge of every patient were not studied in detail. It was 
assumed, however, that the prime criterion for the discharge of the 
patient was her perceived affective state. This arrangement meant that 
the length of stay on the ward varied. In the case of the experimental 
subjects, this ranged from one to seven months. Statistical comparison 
of the three groups revealed no significant difference between the 
groups on this variable. Although it cannot be stated that length of 
stay did not play an important part in determining the final outcome 
evaluation of any individual patient, no significant differences 
existed between the groups overall on this variable.
The length of stay had a direct influence on the amount of time the 
patient spent in staff contact. Given that the time spent in contact 
with subjects was monitored each week through the ’time log’, each 
subject spent relatively similar amounts of time in staff contact. The 
major difference between subjects, therefore, is represented by total
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time in hospital which, as noted above, was not significantly different 
between the three groups.
Drug treatment. In an attempt to control for the effect of specific 
drugs, or drug combinations, a procedure was developed prior to the 
commencement of the study to control the range of antidepressant and 
anxiolytic medication offered to the experimental subjects. A list of 
appropriate drugs was defined by the consultant psychiatrist in 
discussion with the author, in an attempt to reduce between-subject 
differences in drug treatment. The resulting drug regimes were 
individually tailored, albeit within the confines of the recommended 
drug list. The author and the consultant psychiatrist also agreed that, 
where necessary, a patient could be withdrawn from the study and 
referred for electro-convulsive therapy. Four subjects were withdrawn 
in this manner, two from the MCT group and one each from the other two 
groups. Four subjects also exercised their right to withdraw from the 
study, two each from the SB and RIC groups.
Statistical comparison of the three groups failed to reveal any 
significant differences between the three groups on the drug treatment 
variable. This raises the possibility that drug therapy, combined with 
nursing intervention, may have effected positive changes in the 
patients’ presentation but whether or not such positive changes can be 
attributed to the effect of drugs alone. It is, however, conceivable 
that subjects who made the significant positive changes on the 
dependent measures were in receipt of different combinations of 
medication and experienced longer periods of stay than subjects who
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showed less significant gains. Although possible, there is no evidence 
to suggest that this was the case.
It should also be recognised that longer periods of stay, or higher 
scores on the drug treatment rating, do not necessarily represent more 
treatment. Indeed, some patients respond to minimum therapeutic doses 
of single antidepressant drugs and are discharged within a few weeks of 
admission. Additional drug prescriptions, or longer periods of stay, 
are commonly associated with failure to respond to the initial 
intervention (Baylor, 1987). Regular, brief contact with the subject 
throughout the week was a feature of the exerimental design of this 
study, found in few other experimental studies of psychotherapeutic 
intervention. Most controlled studies (e.g. Blackburn et al.,1981; 
McLean & Hakstian, 1979; Murphy et al., 1984; Rush et al., 1977) have 
involved weekly or twice-weekly 'sessions', usually with out-patients. 
Although comparisons between nurses employing cognitive methods and 
clinical psychologists and psychiatrists, who may have received highly 
specialised training in cognitive therapy, are not appropriate, 
contrasts between styles of interaction (such as 'sessions' versus 
daily contact) may be important.
Consideration of the experimental design
The overall significance of the findings from the study depends greatly 
upon the intrinsic value of the experimental design. Some reservations 
can be made, in retrospect, concerning the method and materials 
employed.
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The subjects. The small size of the total sample suggests that caution 
requires to be exercised in drawing conclusions from the findings. The 
size of the groups was influenced in part by the stringent criteria for 
the selection of subjects, which rejected first-time admissions and 
patients who did not meet the diagnostic criterion. The consent 
procedure meant that only those subjects capable of giving consent were 
included and any wishing to withdraw were free to do so. These two 
features can, however, be viewed as methodological assets.
Although the subject sample all met stringent research diagnostic 
criteria, this assessed the subjects only on their immediate 
presentation. Although the subjects can be classed as 'manic 
depressives’, as noted in the introduction (Chapter 1) much dispute 
exists over the validity of different clinical and research diagnoses. 
The supervising psychiatrist, who has considerable academic standing in 
the field of affective disorder research, had no reservations about 
describing the subjects as 'manic depressives’. He acknowledged, along 
with the author, however, the inexact nature of this traditional 
diagnosis.
Kupfer and Rush (1983) argued that the diagnostic composition of the 
sample, in depression research, should i) identify the number of 
bipolar I and bipolar II subjects and ii) should report the number of 
'psychotic' (hallucinating and/or delusional) subjects. The bipolar 
classification is drawn from the DSMIII (American Psychiatric 
Association, 1980). Although Kupfer and Rush's recommendations were 
published after the experimental design of the reported study had been
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completed, failure to distinguish more clearly between subjects with a 
past history of mania as well as depression, must be seen as a major 
methodological deficit. The study sample also contained subjects who, 
at some stage, reported auditory hallucinations and expressed feelings 
of guilt which were considered to be of delusional proportions. These 
subjects were not distinguished from the rest of the sample who did not 
show these ’psychotic’ features. Whilst acknowledging the rationale for 
the identification of subjects with psychotic depression, doubts can be 
expressed concerning the validity of using the presence of 
hallucinations and/or delusions as the primary distinguishing feature 
of psychotic depression, as Kupfer and Rush suggested.
Arieti (1980) observed that although the term psychosis can indicate
actual or potential severity of a disorder, it also connotes that an
unrealistic way of appreciating the self and the world is accepted, as
a normal way of living. In practical terms:
...the patient who is depressed to a psychotic degree has undergone 
predominantly a severe emotional transformation, but he believes 
that his way of feeling is appropriate to the circumstances in 
which he lives. Thus he does not fight his disorder, as the 
psychoneurotic does, but lives within it (p.59).
In Arieti's terms, all the subjects involved in the study would be
classed as psychotic. It is acknowledged that this approach to
classifying patients, for clinical or research purposes, is
unconventional. From a nursing research viewpoint, however, whether
patients accept passively, or reject actively, their feelings of
depression seems to have important implications for the provision of of
appropriate care.
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The description of the subjects failed to report any socio-economic 
variables or to provide a description of previous treatment, prior to 
admission, or within past admissions. Given the sociological evidence 
regarding the role of social variables in the precipitation of 
depression, especially in women, this represents a major methodological 
flaw. Although no differences existed between the groups in terms of 
previous hospital admissions, this was no more than a crude index of 
'chronicity’. Assessment of the subjects* receipt of, and response to, 
previous drug therapy, ECT, and psychological interventions, might have 
clarified whether subjects were ‘resistant* to appropriate treatment 
(Checkley, 1986), inadequately treated (Kupfer and Freedman, 1986) or 
relapsing depress!ves.
Given that only female subjects were involved, their ovarian status 
could have been noted and monitored, especially given the age range of 
subjects. It should not have been assumed that menstrual factors were 
irrelevant, even in the case of discrete disorders such as manic
depressive psychosis, which are assumed to be beyond the influence of 
such biological processes.
Length of follow-up. The decision to conclude follow-up at six months 
was taken jointly by the author and the consultant psychiatrist, who 
acted as a specialist advisor. At the time the study was being planned, 
this period was considered to be the acceptable minimum. In the 
intervening period, Elkin et al. C1985) recommended that depression 
studies should report follow-up data at 6, 12 and 18 months. These 
authors were critical of studies which reported only up to one year
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follow-up (e.g. Kovacs et al.t 1981). Although the follow-up data 
presented provides a basis for some conclusions about the effects of 
the independent variables, the six month f o l l o w u p  must be seen as a 
less-than-acceptable time scale to monitor outcome, even in ‘chronic* 
subjects, who might be expected to relapse rapidly.
Evaluation. The subjects were evaluated solely by means of self-report 
ratings. Although a rationale for their use was presented in the method 
section, other researchers would challenge the exclusive reliance upon 
self-report ratings. Kupfer and Rush (1983) suggested that although a 
self-report scale may be useful it is not essential, for depression 
research. These authors recommend instead “at least one clinican-rated 
method with proven reliability and validity” <p.1328). It could be 
argued that since nursing is concerned primarily with the patient’s 
experience of illness (ViIson-Barnett, 1985), self-report represents 
the most vital index of response to nursing care. The absence, however, 
of any independent evaluation (preferably by a blind rater) of the 
patient’s presentation is recognised, however, as a methodological 
deficit.
It should also be acknowledged that with the exception of the BDI the 
other three measures of the characteristics of depression (ATQ30, DAS 
and DLCS) were biased towards measures of cognitive processes, and as 
such were more likely to be influenced by the Modified Cognitive 
Therapy approach. Although the BDI measured a range of features 
associated with depression, it measured them only from the patient’s 
viewpoint and may represent a further bias in favour of manipulation
- 3 1 6 -
by a cognitive intervention. Two of the dependent measures, the BDI and 
the ATQ30, had been validated and proven to be reliable in previous 
studies. The version of the DAS used in the study had been used, to the 
author's knowledge, in only one other reported major study. This 
version was selected as a simpler scale to administer, especially to 
severely depressed subjects. The DLCS was designed specifically for 
this study, as described in Part Two. It is acknowledged that not only 
was this measure field-tested to only a limited degree, but the absence 
of normative data for this measure made interpretation of the findings 
of the main study difficult.
The process of change. The absence of •process* data was noted in the 
discussion of dependent variables above. Documentary data from the 
following three areas would have assisted greatly in the interpretation 
of the findings: descriptions of actual nurse-patient interactions 
within the three groups; the behaviour of subjects during interactions, 
especially details of the thoughts and feelings accessed, and the 
specific problems of living focussed upon; the actual responses of the 
nurses to different presentations of the patient, and how often 
different responses were employed with different subjects. It is 
acknowledged that such an examination of process variables was not part 
of the original design. However, as noted in the discussion of the 
dependent variables, major assumptions are required in order to 
interpret the practical significance of the results. Bven in the case 
of the MCT group, where the experimental format permitted the nurse 
very little freedom, process data would have clarified greatly the
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exact nature of the subject’s problems and the nature of the ’help’ she 
received from the nurse.
Comparison of the three nursing interventions 
The results from the experimental study suggest that differences exist 
betwen .the three nursing interventions, in terms of their effect upon 
some aspects of the patients presentation. Despite the failure to 
reject most of the null hypotheses, there were clear indications that 
the MCT group made greater gains on the BDI, the ATQ30 and the DLCS. 
Furthermore, the MCT group made more ’clinically significant’ changes 
than the other experimental groups on all four dependent measures. Four 
possible differences between the three interventions are examined 
below:
1. The MCT group received the most credible intervention.
2. The MCT group received the most acceptable intervention.
3. The MCT nursing team differed from their their colleagues in the 
other two groups.
4. The MCT group were offered more direct help for their immediate 
problems of living.
1. The MCT group received the most credible intervention. The MCT 
intervention was the most complex of the three interventions. The 
nurses use of the manual, the visual aids, flip chart and the patient’s 
use of the manual and record sheets, distinguished this intervention 
from the others. It could be argued that these features lent greater 
credibility to this intervention. Alternatively, it could be argued
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that this approach might have represented a 'culture shock’ to subjects 
used to more traditional forms of nurse-patient interaction. Although 
no data were collected on the patients view of the MCT approach one 
respondent commented on the PSS questionnaire that "the cognitive 
therapy help offered (was)...at the time a bit confusing.” Another MCT 
subject commented that "it was different from what I had known before,” 
The author has acknowledged already that discrete attempts were made to 
present the MCT model as meaningful and relevant to the experiences of 
the patient. However, it is assumed that all interpretations of 
psychiatric disorder or psychological distress are projected in a 
similar fashion, albeit not in the style displayed by the MCT approach.
The credibility of any therapy was discussed by Kazdin and Vilcoxon
(1976) who suggested that if the patient found the therapy plausible, 
this might modify efficacy expctations and enhance treatment outcome.
A study of the treatment of depressed patients by McLean and Hakstian 
(1979) controlled for possible ’plausibility’ factors by providing each 
intervention with a rationale and similar homework assignment formats.
In the present study the physical differences between the three 
inteventions (manual, record sheets, visual aids, flip chart etc) may 
have added status to the rationale offered by the nurse. The 
presentation of the cognitive therapy strategies and explanations in 
the manual may also have reinforced the ’authority’ of the material, 
thereby enhancing at least the compliance of the patient. It could also 
be argued, however, that patients who expected to discuss their 
feelings, receive solutions or advice, or more likely just be given
- 3 1 9 -
medication or ECT, might have been upset by the encouragement and to 
take responsibility for solving her own problems.
2. The ACT group viewed their care as a wore acceptable, or 
appropriate, nursing intervention. Two subjects each from the SB and 
RMC groups asked to withdraw from the study during their period in the 
ward. ITo specific reason was given, other than an unwillingness to 
continue. Since no MCT subjects withdrew, it could be hypothesised that 
they found their care more acceptable in some way. It is more likely 
that some 'aversive* element, rather than dissatisfaction, encouraged 
the withdrawals to drop out of the study. Brockway, Plummer and Lowe 
(1976) showed that even increased nurse communication about the 
patient's illness can have an interaction effect, increasing anxiety in 
those who denied their illness and reducing anxiety in patients who 
accepted that they were ill. It could be hypothesised that some 
subjects found the exposure to examination of their 'problems of 
living’ too stressful. In this context, it could be argued that the MCT 
subjects should have found their care equally distressing, given the 
emphasis upon encouraging the patient to challenge negative thinking, 
conduct behavioural experiments and to monitor activity and thinking.
3. The MCT nurses differed from the nurses in the other two groups. Due 
mainly to the availability of staff, one 'team' of nurses worked with 
the SB and RHC groups, another 'team* working solely with the MCT 
subjects. It could be argued, therefore, that the MCT nurses saw their 
subject group as more special and, as a result, showed more committment 
to the MCT intervention. Since they were manipulating a 'new*
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intervention, the MCT group nurses may have been more enthusiastic 
about their approach, or might simply have been more stimulated by the 
demands of the approach, compared to their colleagues in the other 
groups. It is conceivable that such enthusiasm and stimulation might 
have produced a 'placebo effect' of its own (Shapiro and Morris, 1978).
The nurses involved with the RMC patients were encouraged to support, 
and reassure the patient as appropriate, and to use suggestion, rather 
than direction in terms of problem solving. The same team was 
encouraged to assist the SE group subjects to construct meaningful 
solutions of their own to apply to the problems in their lives. The MCT 
team worked to the most rigorous remit, using the manual as their 
guide. However, since the interactions of nurse and patient were not 
studied directly, the extent to which these three teams used these 
distinct approaches is unclear. It is possible that some nurses might 
have directed the patient; others might have been more facilitative. 
Also, the extent to which the patients responded to either directive or 
facilitative conditions is unknown and needs to be studied.
Of all these consideration, the status of the MCT nurses as a 'special' 
team, working with only one group of patients, may be most important. 
This singular responsibility may have had a significant effect on the 
nurses view of themselves as therapeutic agencies. However, such am 
interpretation is speculative.
4. The MCT group received training in everyday problem-solving. All
three groups were encouraged to identify and attempt to resolve their
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'problems of living*. For the RNC group, this consisted largely of 
talking about feelings and thoughts, and discussing possible solutions, 
which the patient might, or might not, implement. The SE group used a 
more structured approach, committing the problems to paper, and 
weighing up possible options in a simplified form of ’problem-solving* 
(D’Zurilla & Goldfried, 1971). This, approach involved the use of 
simplified 'self-control* strategies: working out, in practical terms, 
how to deal with their fears, cope with worrying thoughts or plan the 
organisation of trips home. The KCT group clearly were involved in a 
more ’concrete* programme of self-awareness, critical self-examination 
and experimentation. The reading of the patient’s manual as recommended 
’homework’, the use of the activity records, thought-catching record 
sheets, and negative-thought challenging records, provided these 
subjects with materials which may have helped them develop a more 
objective awareness, by distancing themselves from their thoughts, 
feelings and everyday patterns of behaviour.
The KCT group were offered what can only be described as training: in 
'catching’ thoughts; challenging negative thinking; planning more 
satisfying or necessary everyday activity; overcoming obstacles 
presented by lethargy, fear etc; distracting attention away from 
painful thoughts when appropriate; or using distraction to reduce 
painful emotions when appropriate. All these training ’exercises’ were 
undertaken in the same intimate, confidential atmosphere enjoyed by the 
subjects in the other two groups. The emphasis upon formal ’lifeskills’ 
training for the severely depressed patient appears to be the most 
distinguishing characteristic of the KCT group. The RHC group received
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'soft', intuitive, responses from the nurse, which were determined 
wholly by the patient’s presentation, on any particular day. Although 
the SB group received a slightly more structured form of care, the 
content of each session was decided on an ad hoc basis and was a 
response to the projected 'needs’ of the subject. The JCCT group not 
only was the most structured of the three interventions, but the format 
of the interactions was determined largely in advance. Although the 
nurses were required to be sensitive to the patient’s presentation, the 
manual guided the timetable of ’training’, and represnted a relatively 
inflexible care system. Specific comments were not solicited from the 
subjects regarding their perceptions of these interventions at the time 
of their delivery. The Patient Satisfaction Scale (PSS) data revealed 
little more than random, general, observations of how they felt about 
this innovative system of care on recovery. The extent to which this 
highly directive, if not confrontative, approach would meet with the 
approval of all severely depressed patients is not clear.
Summary.
This study suggests that three different forms of nursing intervention 
produced different patterns of responses on selected dependent 
variables of women diagnosed as suffering from manic depressive 
psychosis. The Modified Cognitive Therapy (MCT) intervention was 
associated with greater improvement in depression scores at a six month 
follow-up over the other two experimental groups, both of which 
presented with relapsing subjects. Differences between the three groups 
on measures of negative thinking and dysfunctional attitudes were much 
less clear. Although the MCT group made greater gains on these two
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dependent measures, statistical comparison between the three groups 
provided only qualified support for the superiority of the MCT 
intervention, in the case of the ATQ30 analysis. Of greater interest 
was the finding that only a small proportion of subjects showed any 
reduction in levels of dysfunctional attitudes, echoing recent findings 
_ from other studies of major depressive disorder. The study featured a 
novel examination of locus of control measures in depression, employing 
a scale designed specifically to assess the severely depressed subjects 
view of herself as a depressed person. The MCT group demonstrated 
greater degrees of change on this measure. The possible clinical 
significance of these findings was enhanced by the finding that two 
uncontrolled variables, length of hospital stay and drug treatment, did 
not differ significantly between the three groups. The study had 
intended also to compare levels of satisfaction between the three 
groups, on the care received during their stay within the experimental 
project. Poor return rates excluded such an analysis, but the available 
data provided some opportunity for an evaluation of the views of the 
experimental subjects.
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PAST FOUR 
CHAPTER 17
COWCL US I QMS AMD SECQKMEMDA TIOMS 
Review of the Research
The main objective of the studies described within the thesis was to 
examine the effect of different kinds of nursing care upon patients 
described as suffering from manic depressive psychosis. The study 
comprised three interrelated sections, reported in Parts One, Two and 
Three of the thesis.
Mursing the patient with affective disorder
In Part One, the role of the psychiatric nurse in caring for people 
suffering from affective disorder in general, and manic depressive 
psychosis in particular, was examined. Three major perspectives were 
employed in this examination. A review of the nursing literature was 
presented in two sections.. Selections from text books were used to 
illustrate 'recommended practice': this represented prescriptions for 
care. A brief review was conducted also of reports in the nursing 
literature of orientations, practices, procedures and outcome of 
nursing care in Britain over the past decade: these represented 
descriptions of care. The British literature was considered finally and 
compared and contrasted with the influential American psychiatric 
nursing texts and other published reports.
The second perspective focussed upon an examination of the training 
syllabus for Registered Mental Nurses in Scotland. The sample
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curriculum, as it pertained to care of patients with affective 
disorder, was reviewed, followed by an evaluation of examination 
questions which were specific to the care and treatment of depression. 
These questions were judged by a panel of 17 senior clinical nurses, in 
an effort to clarify whether or not the questions reflected any 
consistent ideological orientation.
The third perspective presented two descriptive sub-studies of nurses 
work with patients suffering from affective disorder. In the first sub­
study, a group of 14 nurses participated in a structured interview, 
aimed at identifying the content and rationale of ‘routine nursing 
care' on the ward which was to be the base for the implementation of 
the major (experimental) study, described in Part Three of the thesis. 
The responses to these interveiews were used to develop two scales 
which were adminstered to the same subjects in an attempt to identify
a) the clinical problems most commonly encountered and b) the nursing 
responses most commonly used on the ward. In the second sub-study a 
random sample of Scottish psychiatric nurses (n=61> provided self- 
report data on their interactions with depressed patients using 
Flanagan’s (1954) critical incident technique. A total of 651 reports 
were analysed using the classification system developed by Cormack
(1983).
In Part One, three specific questions were addressed. What role does 
the nursing literature describe in relation to patients suffering from 
affective disorder in general and manic depressive psychosis in 
particular? What are the explicit and implicit objectives of the
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Registered Mental Burse training programme in relation to the care of 
the patient with affective disorder in general and manic depressive 
psychosis in particular? How do practising nurses perceive their role 
when caring for the patient with affective disorder in general and 
manic depressive psychosis in particular? The interrelated sub-studies 
in Part One provided much information on nursing practice and the 
models and opinions which influence that practice. The focus of these 
studies was necessarily broad. In some cases, the care of all people 
with affective disorder was considered; in others, only patients with 
manic depressive psychosis. This broad perspective was considered 
necessary, given the confusion reported in the literature over the 
diagnosis of manic depressive disorder, and the assumption that many 
practices, relevant to the care of manic depressive patients, might be 
common to all people with affective disorder.
The training syllabus and the British nursing literature emphasised a 
supportive role for nurses which, in the analysis of the examination 
questions, favoured a ’medical expressive’ nursing role. Burses were 
primarily described as supporting, or facilitating, the treatment 
regimes of psychiatrists. In the training syllabus, the formal 
therapeutic role was defined in terms of supporting the 
psychotherapeutic input of clinical psychologists. In contrast, the 
nurses in the two clinical sub-studies emphasised their 'therapeutic 
relationships’ with patients with affective disorder, largely to the 
exclusion of more physical aspects of nursing care, or to descriptions 
of their ’medical expressive’ role. However, these therapeutic 
strategies were very generalised and failed to reflect any obvious
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ideological persuasion. Given the developments which have taken place 
in nursing, especially over the past decade, the nursing literature and 
the training syllabus may best be seen as ’scene-setters’, rather than 
clear determinants, or indices of contemporary nursing practice. By 
contrast, the two descriptive sub-studies reported may serve as more 
appropriate evaluations of contemporary practice. The nurses in these 
studies expressed a preference for ’therapeutic-nursing’ but did not 
appear to anchor such approaches to any specific conceptual model of 
care of the person with affective disorder. Despite differences among 
the data emerging from these various examinations of the training, 
reported practice and perceived role of the psychiatric nurse, certain 
common features were evident. The main emphasis common to all three 
perspectives was the provision of support to the patient suffering from 
affective disorder, within the context (mainly) of individual 
relationships, in an environment which emphasised the promotion of 
everyday self-care, social and recreational activities, within which 
specific medical treatments were introduced, for which the nurse 
assumed some responsibility, in terms of their adminstration and 
acceptance by the patient. This basic description was accepted as an 
adequate, though not exhaustive, definition of the concept of ’routine 
nursing care’ as it related to the patient with affective disorder.
The patient with manic depressive psychosis1 view of herself 
In Part Two, an attempt was made to describe manic depressive patients’ 
view of themselves, from the perspective of social learning theory. A 
community based sample (n=44> was studied first, using two standardised 
measures of ’locus of control’. The results of this study challenged
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the assumption that manic depressive psychosis represented a purely 
biological form of depression. Even in remission, the sample which had 
a history of depression only, differed significantly from a normative 
sample on the Social Reaction Inventory (Rotter, 1966). Patients with a 
history of depression and mania were not, however, significantly 
different from a normative sample on this measure. Both groups of 
subjects, however, showed differences from the normative sample on the 
Belief Survey (Reid & Ware, 1973). This measure also revealed between- 
group differences on the scale sub-scores. These findings suggest that 
manic depressive patients, in remission, project a psychological 
vulnerability, which may differ in character between subjects with a 
history of depression only and subjects with a history of depresssion 
and mania. Despite the burgeoning interest in the locus of control 
concept in recent years, the examination of patients with a history of 
manic depressive psychosis has been largely neglected to date. In view 
of the relative absence of complimentary studies, and the small scale 
of the study sample reported, the results of this survey require 
cautious interpretation.
A further sub-study was undertaken to develop a locus of control scale 
which measured the subjects view of herself as a sufferer from 
affective disorder. The DLCS (Depression Locus of Control Scale) was 
developed from structured interviewing and was tested for validity and 
reliability on a sample of pre-discharge and community based patients, 
both groups carrying the diagnosis of manic depressive psychosis. This 
scale showed significant differences between the subjects with a 
history of depression and mania, and those with a history of depression
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only. This difference may, however, not have been clinically 
significant, given that the distribution of scores did not distinguish 
the groups on the basis of extremes of internality and externality. The 
value of this scale may well lie in its use as a short, reliable index 
of locus of control in relation to the patient's construction of 
herself as a vulnerable sufferer from chronic affective illness. The 
scale might best be used to monitor changes in locus of control across 
time which might indicate the adoption of a more 'positive', pragmatic 
attitude towards her situation as a 'chronic' sufferer from affective 
disorder. At a more speculative level, the scale might be used to 
determine which kind of care might best suit the patient. It could be 
argued that highly 'externalised' patients are like 'straws in the 
wind’, susceptible to almost any environmental influence. It may be 
unrealistic to ask such patients to take much responsibility for self­
change. A more structured, supportive care plan, such as the Modified 
Cognitive Therapy intervention described in Part Three, might be more 
appropriate. Alternatively, highly 'internalised' subjects, who within 
the context of affective disorder might be represented by the person 
with severe guilt, might benefit better from a care plan which allows 
her to make her own initiatives towards self-change, learning from her 
own mistakes and successes.
The effects of nursing intervention
In Part Three, the main (experimental) study reported on the effects of 
three discrete nursing interventions used in the care of women 
suffering from manic depressive disorder. In Cormack’s (1983) view, 
there existed very little information on what constituted good
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psychiatric nursing "other than the opinions of patients, nurses and 
other well informed people” (p.183). He suggested that the time was 
right for psychiatric nursing to move away from descriptive research, 
towards more experimental studies which would seek to answer "which 
nursing performances relates to positive patient outcomes?"(p. 184).
The reported study represents one of the few experimental studies 
undertaken in psychiatric nursing, and perhaps the only one to date, 
which has focussed upon the care of patients suffering from severe 
affective disorder.
A considerable body of epidemiological research has shown that at least 
twice as many women as men suffer from depression. Other studies have 
suggested that this preponderance may reflect the distinguishing 
characteristics of female sufferers or their social situation. The 
possible status of women as a ’special case’ suggested the need for a 
specific study of female sufferers. It is also acknowledged that some 
patients experience only one episode of affective disorder which, 
following effective treatment, is not repeated. In order to partial out 
the effects of such singular types of affective disorder, the study 
focussed solely upon women who had previously received treatment for an 
affective disorder.
The main (experimental) study compared three discrete patterns of 
nursing care. Routine lursing Care (RIC) featured the supportive, 
medical expressive role described in Part One. Self Evaluation (SE) 
provided similar supportive, individualised attention, with an 
additional focus upon problem-solving using a simple self-monitoring
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format. Modified Cognitive Therapy (MCT) used a structured format, 
based largely upon a modification of Beck’s cognitive therapy approach 
(Beck et al., 1980).
The results of the study suggest that the MCT group showed greater 
progress on some, though not all, of the dependent measures. The 
research hypotheses predicted significant differences between the 
groups, at discharge and at follow-up, predicting that the MCT group 
would show scores tending towards the norm in each case. Although no 
significant between-group differences were found at discharge, on any 
measure, follow-up comparisons lent support to one of the research 
hypotheses:
Reasearch Hypothesis 2 predicted that the MCT group would yield lower 
BDI scores than the RIC or SE group at follow-up. Significant 
differences between the three groups were found at follow-up, the MCT 
group showing lower BDI scores than either RNC or SE.
In the absence of significant difference between groups, all other null 
hypotheses were not rejected.
As noted above, the Beck Depression Inventory scores were significantly 
more improved at follow-up for the MCT group. This group also showed no 
relapses at six-months, whereas a total of five subjects from the other 
two groups had been readmitted prior to the follow-up. The MCT group 
also showed positive changes in ATQ 30 and the DLCS scores, across the 
three stages of the study and between admission and follow-up scores. 
The MCT group also showed more clinically significant changes on the
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ATQ30 and DLCS, although between-group comparisons on these measures of 
’clinically significant change* were statistically significant for the 
DLCS analysis only. All analyses of the Dysfunctional Attitude Scale 
data showed no difference between the groups and echoed similar 
findings from recent studies.
In the absence of significant between-group differences on the other 
uncontrolled variables measured (length of stay, age, number of 
previous admissions and drug treatment), there is strong support for 
the proposition that where differences existed between the groups, 
either on measures of statistical or clinically significant change, 
these changes reflected the superiority of the Kodlfied Cognitive 
Therapy intervention over the Self Evaluation and Routine lursing Care 
interventions. However, before discussing the possible meaning of the 
findings for nursing education and practice, a number of reservations 
concerning the study require discussion. These reservations relate to :
1. Diagnostic status of th© subjects.
2. Possible role of socio-economic variables.
3. Use of objective measures of affective disorder.
4. Sample size.
5. Length of follow-up.
6. Use of the locus of control measure.
1. Diagnostic status of subjects. The possible methodological error of 
including subjects with a history of depression only in the same sample 
as subjects with a history of mania and depression, requires
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consideration here. The removal of the sex variable, which appeared to 
figure prominently in various theoretical formulations of affective 
disorder, rendered the study sample homeogenous from that viewpoint. It 
can be argued that since all subjects met the criteria (Feighner et 
al., 1972) of ’primary affective disorder : depression', the study 
sample was even more ’ homogenous*. However, restriction of the sample 
to either unipolar (depression only) or bipolar depressed (mania and 
depression) subjects would have brought the sample characteristics into 
line with the recent recommendations of Kupfer and Rush (1983) and 
would have simplified the interpretation of the findings. Although, as 
noted above, the sample was restricted to subjects who had previous 
experience of affective disorder, there was some variation in the 
number of previous episodes of illness and treatment, the possible 
severity of previous illnesses and the timescale covering this history. 
Future studies might consider the value of restricting the research 
admission criteria to: patients with a minimum number of previous 
admissions, a documented history of affective disorder meeting a 
specific degree of severity, reported suicide attempts, or reports of 
suicidal intent.
Jablensky (1987) has noted that a variety of class!ficatory principles 
and criteria are used in the assessment of affective disorders. The 
Feighner criteria, Research Diagnostic Criteria (Spitzer et al. , 1977) 
and the DSX-III (American Psychiatric Association, 1980) dominate the 
American research scene. These criteria, Jablensky notes, are being 
"applied in an increasing number of European studies" (p.7). However, 
most European studies continue to use more traditional diagnostic
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concepts: endogenous and reactive depression, psychotic and neurotic 
affective illnesses, these reflecting the ICD-8 and ICD-9 systems 
(World Health Organisation, 1978). The DSM-III still continues to 
generate considerable academic argument in the USA (Faust & Miner,
1986). However, this diagnostic system, with its emphasis upon highly 
descriptive, operationalised criteria, would provide future 
experimental nursing studies with a more objective basis for 
classification of subjects. Although the Feighner criteria used in the 
reported study are acceptable within academic circles, the author 
acknowleges that the DSM-III would provide similar future studies with 
a more stringent description of the patient sample.
2. Socio-economic variables. Brown and Harris’ (1978) study of 
depression (sic) in women found that life events played a significant 
causal role in almost one half of their sample. The major role played 
by psychosocial factors is widely accepted now in relation to so-called 
reactive depressions. Bowlby (1985) suggested that such psychosocial 
factors might stimulate neurophysiological processes, which are then 
accepted as the basis of the depressive reaction. This view reinforces 
the opinion that disorders such as manic depressive psychosis may be a 
function of psychosocial and neurophysiologial processes. The reported 
study collected no data on the identifying socio-economic features of 
the subjects. Jo data were collected on life-events which might have 
precipitated admission. Subjects were classified initially according 
to age, number of previous admisions and diagnosis. During the study, 
length of stay and drug treatment was also monitored. Although these 
conditions were methodologically acceptable, it is recommended that
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future experimental nursing studies should collect demographic data 
which might be used as an extension of diagnostic classification. Life 
events interview schedules (such as Paykel & Mangen, 1980) might 
provide a valid and reliable basis for such a classification of 
depressed subjects.
Bowlby* s view also suggests the possible value of more comprehensive 
assessment of subjects, using if possible biological markers such as 
the Dexamethasone Test (Norman, Miller & Keitner, 1987) in association 
with psychological, behavioural and demographic data.
3. Objective measurement. All four measures of characteristics of 
affective disorder involved self-report ratings. Although a case was 
presented for the primacy of self-report in nursing research, the 
addition of objective measures would not have prejudiced the 
evaluation. In the reported study, objective measures were rejected for 
practical reasons. Future experimental research might consider the 
value of observational rating scales (Hamilton, 1967; Montgomery and 
Asberg, 1979) preferably adminstered by raters ’blind* to the 
interventions offered to the subjects. Given that three of the 
dependent measures of ’characteristics’ of affective disorder in this 
study emphasised cognitive aspects, future studies might consider the 
inclusion of measures of non-cognitive features.
4. Sample size. The size of the sample (N=30) in the reported study 
requires the exercise of caution in the interpretation of the results. 
Although the selection and allocation procedure was acceptable, the
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eventual size of the groups, for comparison purposes, was less than 
desirable. To some extent the size of the total sample was determined 
by the number of subjects who could be accomodated within the main 
(experimental) study at any one time. The main (experimental) study was 
delimited by the context of the treatment setting, where the treatment 
of non-research subjects was of equivalent priority. Future studies 
might consider larger samples by focussing upon follow-up, rather than 
upon in-patient care. In order to reduce the risk of making a Type I 
error, the significance level was set at .025 level for all one-tailed 
tests. The size of the three groups (n=10) may have reduced the 
likelihood that real between-group differences, on both the analysis of 
variance, and paired comparisons, were not detected. Alternatively, 
given the small sample size, the presence of significant differences on 
the between-groups comparison of the BDI at follow-up, and the paired 
comparisons on the ATQ30 and DLCS, suggested very real differences 
between the groups.
5. Length of follow-up. Although at the time of the design of the study 
the six-month follow-up appeared to be acceptable, recent research 
recommendations indicate that periods of up to 18 months after 
discharge are required (c/. Kupfer and Rush, 1983). Future studies 
might consider the need for longer follow-up in an attempt to evaluate 
the maintenance of gains made during hospitalisation and the potential 
for relapse. Such a study could involve the combined efforts of 
hospital and community nursing staff.
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Future follow-up studies involving the manic depressive population 
might also focus attention upon the patient's v ie w  o f  t r e a tm e n t  and 
ability to r e c o g n is e  an d  r e s p o n d  t o  s i g n s  o f  im m in en t r e l a p s e .  These two 
features may play a significant role in the precipitation of 
readmission. Joyce's (1985) study of bipolar patients suggested that 
those subjects who were more accepting of treatment (and consistently 
took their medication) o r  were sensitive to symptoms of relapse, were 
less likely to be readmitted. Joyce notes that those who were 
inconsistently took their medication could remain well by being 
sensitive to 'calling for help*, whereas those who took their 
medication religiously needed little understanding of their condition 
and its treatment. These considerations could be integrated into any 
future long term follow-up evaluation.
6. Locus o f  c o n t r o l .  The study of the 'remitting' subjects in Part Two, 
and the experimental sample in the main study, illustrated the use of 
the locus of control construct. Recently, other nurse researchers have 
begun to employ this construct in different ways to evaluate nursing 
services and patients use of psychiatric facilities (Hawkins, 1984). In 
the main (experimental) study, subjects were not distinguished by their 
admission locus of control scores. Future studies might consider 
allocating subjects to experimental groups on the basis of low or high 
scores. Subjects who present as highly internalised, in principle would 
assume high degrees of responsibility for their own behaviour, whereas 
highly externalised subjects attribute, in principle, control over 
their behaviour to the external environment. The hypothesis that 
internalised subjects benefit more from care which emphasises
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individual responsibility, whereas externalised subjects benefit more 
from care which is structured and supportive, requires testing. This 
could be achieved by allocation of ’externals' and 'internals' to two 
such care groups, perhaps employing a cross-over design to allow more 
stringent comparison.
The fursing Care of the Severely Depressed Patient
The findings of the main (experimental) study suggests that Modified 
Cognitive Therapy intervention was associated with more significant 
'improvement' in depression at six-month follow-up, with no subjects 
from this group being readmitted, and significantly lower scores being 
recorded at follow-up on the Beck Depression Inventory. Although 
between-group differences were less clear on the other dependent 
variables characteristic of depression, the MCT group showed the most 
significant clinical gains across time on the ATQ30 and DLCS, and 
showed a statistically significant improvement in Christensen and 
Mendoza’s Significant Change (SC) index on the DLCS. Although these 
findings do not immediately attest to the superiority of the MCT 
intervention, they suggest the possible limitations of more traditional 
approaches to care of the patient with manic depressive psychosis. In 
this section, consideration is given to the possible content of nursing 
care for this population: what do nurses need to do for patients 
suffering from manic depressive psychosis? This is followed by 
consideration of the possible development of a model of care for
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this group of patients; how might nurses meet the needs of such 
patients? Finally, the possible impact of such considerations on 
psychiatric nursing will be considered; what kind of nurse might we 
become? All three of these questions have implications for psychiatric
nursing education.
The needs of the patient.
Shanley’s (1984) study of mental nurses indicated that between 84 and 
90% of the nurses he sampled offered facilitative conditions to 
patients: that is, they were "inherently helpful” . The main 
(experimental) study, reported in Part Three, focussed more attention 
upon what the three groups of nurses did f o r , w ith  or t o  the patients 
in their care. In this sense, the study was concerned more with the 
definition of the a im s  of care, than with the description of nurse- 
patient relationships. Although no specific attention was paid to 
analysis of the relationship variables described by Shanley, and more 
recently Reynolds (1986), it was assumed that a positive relationship 
between nurse and patient represented the very foundation of these 
interactions (see Barker, 1982; 1985).
The provision of support. Although the descriptions of the nurse’s role 
in Part One emphasised the importance of providing support to all 
patients, it addressed the possible significance of this role in the 
care of people suffering from affective disorder. Reservations about 
indiscriminate support, especially in the form of reassurance, were 
noted in Chapter 4, with particular reference to the writings of
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psychotherapeutic theorists from distinct theoretical backgrounds, 
Arieti and Bemporad (1980) and Beck and his colleagues (Beck et al., 
1980). One, perhaps key, difference between the three experimental 
groups lay in the Modified Cognitive Therapy (MCT) group’s emphatic 
eschewal of any form of open reassurance, in favour of encouraging the 
patient to manipulate her- problems on a cognitive or emotional level. 
Care should be taken, however, not to interpret this attitude as a 
reflection of a care environment lacking in emotional security. Indeed, 
the MCT intervention may have offered an equally supportive 
relationship to the other two experimental care settings, by virtue of 
the nurse’s consistent interpretation of the patient’s problems, from 
the perspective of the cognitive model of depression. The patient was 
encouraged, from the outset, to view her depression as a meaningful 
response arising from life events both past and present, mediated by 
her thinking style. A description of this conceptual model, which was 
outline in Chapter 13, was offered to the patient at the beginning of 
the ’patient's manual' (see Appendix 19) and was reinforced by use of 
the visual aid ’flip-chart’ (see Appendix 22). The ’solidity’ of this 
conceptual framework may have alleviated the anxieties of many subjects 
who were bewildered by the experience of depression: one subject from 
the Routine Nursing Care group volunteered the comment regarding her 
recall of her admission: ” 1 didn’t know what was wrong with me. Still 
don’t’’ (abstracted from the Patient Satisfaction CPSS] data).
Although the provision of support, as it is commonly practised in 
psychiatric nursing, should not be criticised, the context of ’general 
support* may, paradoxically, be too narrow. As noted above, support
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may be present when the nurse re-interprets the patient’s experience 
from a specific ideological perspective. This interpretation serves as 
the basis for further exploration of the patient's experience. The MCT 
group nurses were requested to offer the patient consistent 
encouragement to a c k n o w le d g e  her feelings, identify what she was 
thinking and then to distance herself from both these ’experiences', by 
participating in a rational appraisal of her thoughts and feelings, 
accompanied by the nurse. This procedure, as Arnold (I960) noted, 
allows the patient an opportunity to a p p r a i s e , and subsequently 
r e a p p r a i s e  her experiences. This process could be viewed as a highly 
’supportive’ act. Perhaps more importantly, the nature of the MCT 
’support' placed more emphasis upon taking action, rather than 
exploring the feelings. In this sense, the specific ’modified cognitive 
therapy’ studied had some distinct parallels with Morita therapy, as 
noted in Chapter 13. Writing of the ’typical’ Morita patient (who is 
always described as a ’student’, since he is in a learning situation) 
Reynolds (1984) comments:
...they feel and think a great deal and do very little. What needs 
to be done often is to sit and map out a plan of action. My 
students often need to be prodded to f i n d  o u t  a b o u t r e a l i t y  b y  
a c t i n g  on and in  i t  (p . 34 : i t a l i c s  a d d e d ) .
In an even broader context, it could be argued that people suffering
from affective disorder need to learn how to cope with the situations
which might, hypothetically, have triggered the depressive episode. If
the supportive milieu is restricted to the hospital ward or to other
professional contacts, such as clinics, or domiciliary visits, the
patient may only receive a short-term ’buffering' from a stressful
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environment. Mitchell and Moos (1984) suggested that although 
depressives (sic) were:
. .. often portrayed as the passive recipients of support from their 
surrounding network, in fact they are continuously in the process 
of making decisions that influence the shape and quality of their 
social ties (p.449).
The task for the carer, in Mitchell and Moos’ view, is to help the 
depressive establish, sustain and utilize social support networks which 
will act as ’natural’ buffers against the kinds of stress which trigger 
depressive breakdown. The relationship with the nurse might, therefore, 
be best seen as a ’rehearsal’ for relationships in the patient’s 
natural milieu: a rehearsal which might have more parallels with a 
theatre director and actor, or coach and sportsman, than with a 
’healer’ and ’sufferer’.
Personal developaent. It has long been acknowledged that some people 
with affective disorder exhibit deficiencies in social functioning, 
which might play a significant role in ’depressive’ illness. Veissman 
et al. (1971) drew the conclusion that while women with a history of 
affective disorder were significantly more impaired than normal 
controls in all social roles, their greatest impairment lay in.the area 
of intimate interpersonal relations, especially with husband and 
children. Although some researchers have focussed their attention 
exclusively upon the development of more effective social functioning 
for such patients (Bellack et al., 1983; and Veils et al., 1979) it 
could be argued that encouraging such patients to ’cope’ better with 
interpersonal situations may prevent them from ever engaging in the 
appraisal-reappraisal process noted above. Although there is no
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evidence in the form of documentary process data that the MCT nurses 
helped their subjects to appraise and reappraise areas such as 
’intimate interpersonal relations’, everyday problems such as 
anticipatory anxiety experienced before seeing her family at visiting 
time, and going home on pass were common problems in all three groups. 
As Sackeim and Vegner (1986) noted, the effectiveness of ’cognitive 
therapy* may lie not so much in promoting accurate self-appraisal, as 
”in encouraging the use of the types of cognitive distortion that 
characterises normal functioning"(p.559). In this sense, the aim of the 
Modified Cognitive Therapy interaction was to encourage the patient to 
be more ’realistic’, by adopting some of the reasoning which ’normal 
people' use in order to be less self-critical or self-punitive.
The s t r u c t u r e  o f  c a r e
Shanley's (1984) study, noted earlier in this chapter, investigated the
prevalence of Roger's facilitative conditions, in a sample of
psychiatric nurses. He emphasised the importance of such facilitative
conditions, with a citation from Matarazzo (1977):
...so far we can probably safely say that psychological good 
health, flexibility, open-mindedness, positive attitudes towards 
people and interpersonal skills are associated with success as a 
psychotherapist (p.960).
It seems unlikely, though not impossible, that the differences between 
the three groups of patients in the experimental study were 
attributable to the deficiencies of Matarazzo's 'therapeutic qualities’ 
in the RMC and SB group nurses. Instead, it is suggested that these 
differences were attributable to content differences of the three
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interventions. The RNC intervention employed the open, flexible style 
of contact with the patient described in the literature and the 
reported descriptive studies. No specific therapeutic methods were 
employed and no distinguishing theoretical rationale was used to inform 
the patient of the aims or process of these interactions. The SE 
intervention was more structured by virtue of its use of the ’self- 
monitoring* format. However, no specific rationale was employed as an 
adjunct to these problem-solving sessions and no specific techniques 
were included in the definition of the intervention. By contrast, the 
MCT intervention was highly structured and employed a range of 
techniques, against the background of a theoretical rationale, which 
was articulated in the manual, and reinforced visually in the ’flip- 
chart* and other visual aids.
Hypotheses regarding the significance of the locus of control construct 
also have a bearing upon the role of support in care and therapy. Foon
(1987) reviewed a number of studies which used locus of control scores 
as a determinant of therapy structure. Although her review indicated 
certain methodological weaknesses in some of the studies, there were 
clear indications that ’internalised* subjects responded best to 
therapies which were less ’directive* and viewed non-directive 
therapists positively. Alternatively, ’externalised’ subjects reponded 
best to highly structured therapy, where the leader was very directive.
Classification of the experimental- sample--fa4 ^  main-study *s-either __
’externals’ or ’internals’ on the DLCS was difficult, due to the 
absence of normative data. All the indications are, however, that the 
sample’s scores reflected moderate to high externality. If locus of
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control represents the subject’s interpretation of events (or 
construction of ’reality’) then it could be hypothesised that the 
moderate to high levels of externality, parallelled the levels of 
depression reported by the sample. If ’depression’ reflects a state of 
helplessness, as reported in Chapter 9, then it it seems plausible to 
assume that women who report feeling moderately to extremely depressed 
should also describe moderate to high ’externality’ scores on a locus 
of control measure. By way of elaboration of the possible reasons for 
the superiority of the MCT group, discussed in Chapter 16, it could be 
hypothesised that the MCT subjects benefitted from the provision of the 
structure and leadership which, as ’externals’, they required. The RHC 
and SB groups, by contrast, were given little direction, within an open 
(RIC) or loosely structured (SE) context..
From this perspective, the popularity of the non-directive 
’counselling’ approach espoused by Shanley (1984), which is reflected 
also in much of the contemporary literature reviewed in Chapter 3, 
might be seen as antithetical to the needs of, at least, the severely 
depressed patient who scores high on externality. Although the MCT 
intervention was highly structured, this is not to say that it was 
inflexible. Indeed, in many of the interactions the patient was 
required to plan ways of using her new ’skills’ or knowledge outside of 
the ward setting. The following example illustrates how one subject was 
encouraged to extend ideas acquired in the sessions to meet her needs 
outside of the hospital.
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Elaine S, was discussing her problem of facing neighbours when she went
home on pass, at the weekend. Her main worry was that when she went
shopping in the local supermarket, she might meet someone who knew her
and, more importantly, might know that she had taken an overdose which
led to her admission. The nurse discussed her fears, the likely
feelings and ’automatic thoughts’ associated with this situation. Once
the patient had identified her ’thinking errors’ and produced some
effective 'challenges’ to her worrying thoughts, the nurse asked her to
think how she could plan to use a similar approach if, or when, she
encountered this situation. After a few minutes Elaine constructed this
’plan’. Her son had a football key ring, bought at a local store.
Elaine decided that she would buy one of these for herself, paint it
black with her son’s model paints and attach the key ring to her purse.
By way of explanation, Elaine told the nurse that:
...when I go into a shop I will feel this ball dangling from my 
purse. If I start to worry about people looking at me, or talking 
about me, the ball will help me ’catch’ my negative thoughts. You 
see, this will remind me that my negative thinking is my ’ball and 
chain’: it really pulls me down. If I want to learn to live again 
I need to get rid of this ball and chain.
The nurse as therapist
The experimental study attempted to control extraneous variables which 
might account for significant changes in the patient. A number of 
possible ’explanations’ for the apparent success of the MCT intevention 
were discussed in Chapter 16. Assuming that all the nursing 
interventions had the same broad aim - ’to help the patient overcome
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her depression*- did the interventions differ, or did the study reflect 
differences between the nurses?
Karasu (1986) suggested that all psychotherapies are similar to the 
extent that they use some combination of affective experiencing, 
cognitive mastery and behavioural regulation as therapeutic change 
agents. Smith et al. (1980) suggested that allegiance to a specific 
’school’ or belief system appeared necessary for the confidence and 
identity of the ’therapist’. From their meta-analysis of the 
psychotherapies they concluded:
... if anything our findings warn against an eclecticism in practice 
that fails to differentiate into one type or other of 
psychotherapy. One of the paradoxes of psychotherapy ...may be that 
although all therapies are equally effective, one must choose only 
one to learn and practice (p.185)
This kind of ’allegiance’ is contrary to a trend emerging in
psychiatric nursing, which has been described weakly as the eclectic
approach. Many nurses are being encouraged to examine a range of
psychotherapeutic models, and models of mental disorder, in an attempt
to select the appropriate approach to suit the needs of the individual
patient. As noted in Chapter 5, a study undertaken by the author of the
content of contemporary psychiatric nurse training curricula related to
affective disorder (Barker, 1986), revealed that a wide range of
theoretical models are being taught, often within the context of a
single course. One college reported that RXI students were offered
theoretical perspectives on depression which covered ’psychoanalytic
theory’, including coverage of Freud, Klein and Bowlby; ’cognitive
theory’: Beck- the Primary triad in depression; ’Psychodynamic theory’
- Arieti and the provisional relationship; ’Sociolcultural theories’-
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learning theory (sic)- Seligman - learned helplessness, social 
correlates (e.g.Brown and Harris); *biological/medical theories and 
disorders of neurotransmitter-production and distribution/genetic 
studies. The college suggested that training for nursing care planning 
might include: supportive psychotherapy, gestalt techniques, 
transactional analysis, relaxation and meditation therapy, behavioural 
techniques, behaviour modification, social skills training (Lyttle, 
1986). It is clear that the theoretical and practical curriculum 
summarised above, which was selected for illustration because it 
detailed the content specifically, not because the author necessarily 
disagrees with the content, is of obvious relevance to the 
understanding of the possible aetiology and resolution of affective 
disorder. However, attempts to 'orientate* nurse learners to such a 
wide range of theoretical concepts and practice skills not only may 
represent a near impossible task for the novice nurse, but may leave 
him with the kind of "marginal identity" described by Smith et al. 
(1980).Vith this consideration in mind, apart from the distinction 
drawn above between structured and unstructured therapies, differences 
may also have existed between nurses in the main (experimental) study 
who felt they were aligned to a discrete conceptual model (MCT) and 
those who were less certain of 'what' they were doing and 'why'. Note 
was taken in Chapter 3 of recent statements of intent by national 
nursing groups to realign psychiatric nursing along more 
psychotherapeutic lines,. within the parameters of a-social,.-rather, than 
a medical, model of psychiatry (JCMHNO, 1986; PNAS,1986). Vithin the 
context of these two statements, it is assumed that the ‘development* 
of psychiatric nursing will occur if, or when, nurses are offered a
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broader-based training, which acknowldges the ’need’ for a wide range 
of skills, informed by an equally wide range of theoretical models. 
Concern needs to be expressed, perhaps, that such ’promiscuous 
borrowing* might leave the novitiate aware of aetiological origins and 
therapeutic possiblities, but relatively groundless in terms of any 
meaningful ’technology’ of care.
Some Reflections on the Context of Care
Throughout the thesis, the terms care, treatment and therapy have been 
used almost synonomously. In this section, some consideration is given 
to the meaning implicit in the term ’nursing care’.
The term therapy is derived from the Greek therapeutike, meaning the 
art of healing. Although originally meaning remedial action in both 
health and disease, we have accepted this more open definition only 
recently. Therapy has always been construed as meaning the treatment of 
sickness or disease, whether metaphorical or actual. Today, efforts are 
being made to define ’medical rehabilitation’ in holistic terms, where 
healing means to make whole: returning the person to his previously 
unimpaired homeostatic self. In psychiatry, therapy has had more 
limited aims: the ease of suffering and distress. Such conservative 
interventions have been called palliative, looking often more like 
’care’ than ’cure’.
Nursing has not been seen as ’therapeutic’ until recently: the 
therapeutic role has, generally, been assumed to be the preserve of 
doctors. In the review of the training syllabus in Chapter 5, the nurse
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was described largely as a therapeutic 'support' to doctors and 
clinical psychologists. Some nurses, however, believe that the nursing 
role of women has always been therapeutic. The views of Colliere on 
this point were considered in Chapter 3. The concept of the nurse-as- 
therapist, noted above, and which was the focus of the main 
(experimental) study, is stimulated without doubt by the assumption 
that nursing per se is not therapeutic. The popular concept of the 
'nurse-therapist' is of a specialist who caters only for certain 
classes of patient. Implicit in this view is the assumption that some 
patients cannot be 'treated' and must, therefore, be given only care. A
consideration of the root of the term care may help us to escape form 
this distressing dichotomy.
The verb nurse can mean "to promote growth and development". Mothers 
who nurse their children enable the process of growth and development. 
Although fathers are rarely blamed for the obstruction of such growth, 
where any parent is seen to stifle the child's growth this practice is 
called, figuratively, soothering. If we wish to clarify the meaning of 
the term care we need look no further than our gardens. The gardener, 
or nurseryman, exercises serious attention, concern and protection over 
his plants. He cares by ensuring that the soil is irrigated and 
aereated, and that plants are exposed appropriately to the elements.
His 'care plan' varies according to different plants, but each embraces 
the same broad aim: a good gardener is someone who promotes growth and 
development. The definition of care in this context is functional. It 
is not enought to talk to plants, to love plants, or to have caring 
feelings about plants. The meaning of care is expressed by the function
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Of the relationship. A good gardener will rear plants which will 
eventually need less care.
Within the context of the population suffering from affective disorder, 
good nursing care could be defined as 'the necessary conditions for the 
promotion of growth and development'. This approach has been called 
trephotaxls (Barker. 1987). Such care is not concerned to heal people, 
or otherwise make them whole. Instead it projects an ecological 
awareness: acknowledging the interaction of biological, cultural, 
social and personal 'selves' that are the person who is the patient 
(see Barker, 1985: Chapter 1). Helping people in this trephotaxic way 
involves identifying, and subsequently meeting, their 'needs'. The 
needs of some people with affective disorder appear, from the reviews 
and experiments reported here, to have three main facets, which reflect 
the dimensions of thought, feeling and behaviour:
1) a need to learn how to think in a manner which promotes 'normal', 
adaptive, everyday functioning,
2) a need to learn how to 'draw' satisfaction (or meaning) from her 
world and
3) a need to learn how to handle the slings and arrows of outrageous 
fortune.
Some people, like some plants, may have been damaged at some critical 
stage of development. They will bear the scars of these traumas which 
are unlikely ever to disappear completely. This does not mean, however, 
that growth and development, within the limitations of the trauma, 
cannot take place. Some of the considerations expressed above,
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concerning the need for structure, support network and so on may 
reflect some of the characteristic features of some people with 
affective disorder, damaged by earlier experiences. It may be 
unrealistic to believe that these traumas can be erased, or that the 
person can be made whole. It may be more appropriate, instead, to 
devise care which takes account of these weaknesses, in order to 
promote the assets of the individual.
Conclusion and recommendations for future research
This study was concerned with a critical examination of a delimited,
albeit important, area of psychiatric nursing. The design of the study
aimed to isolate ’non-specific* variables , such as the nature of the
nurse patient relationship, in an effort to evaluate specific kinds of
nurse-patient Interaction: that is discrete nursing interventions.
Despite the focus of the main (experimental) study, the reciprocal
interaction between specific (certain techniques) and non-specific
variables (quality of nurse-patient relationship) was acknowledged from
the outset. In the context of the value of making possible
distinctions, through psychotherapeutic research, between ’specific’
and ’non-specific* variables, Strupp has written:
the future of psychotherapy should not lie with the isolation of 
’specific’ or ’non-specific' factors; rather we need to become more 
explicit about what we can do and what we cannot do; what, under 
ordinary circumstances, we may be able to do in two or three months 
and what might take several years; and what might be done to refine 
our understanding of therapeutic principles and their application 
(Strupp, 1986, p. 519).
The results of the main (experimental) study suggests that despite our
assumption that nurses play an important part in helping patients
suffering from major affective disorder there are indications that some
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ways of trying to meet the needs of such patients may be less helpful 
than others. The inherent limitations of the study recommend caution in 
the interpretation and generalisation of these findings. It has been 
noted already in this Chapter that, in at least one study (Shanley,
1984), the capacity of the majority of psychiatric nurse sample to 
establish positive relationships with patients, has been demonstrated. 
Acting on this finding, it is suggested that future psychiatric nursing 
research should focus more specifically upon the identification of the 
•needs’ of specific patient groups, in an attempt to extend our 
appreciation of appropriateness and effectiveness of specific 
variables, in the manner of the limited outcome evaluation reported in 
the research project here.
Based upon the findings of the main (experimental) study and the sub­
studies reported here, the following recommendations are made for 
future nursing research dealing with the affective disorder population 
in general, and people diagnosed as suffering from manic depressive 
psychosis in particular.
1. Acknowledgement has been made, periodically throughout the thesis, 
to the difficulty in attaining any clear consensus of opinion on the 
nature, origins and definition of affective disorder. Acknowledgement 
has also been made of the possible confounding effect of differences 
between subjects in the experimental sample, who were classified under 
the same, broad diagnostic criterion. Despite the failure of leading 
authorities on affective disorder to agree on a single classification 
system for ’depression’ worldwide, current ’informed’ thinking appears
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to favour the use of the Diagnostic and Statistical Manual (DSM-III) as 
the most clearly operationalised, diagnostic classification system at 
our disposal. Use of this diagnostic system might resolve some of the 
confusion regarding the status of ’depressed’ patients who present with 
suicidal intent, reports of hallucinations and delusions, agitation or 
retardation, among other clinical features.
I t  i s  recom m en ded t h a t  f u t u r e  r e s e a r c h  w ith  p a t i e n t s  s u f f e r i n g  fro m  
a f f e c t i v e  d i s o r d e r  s h o u ld  a im  t o  c l a s s i f y  th e  s u b j e c t s  b y  u s e  o f  th e  
D S M -III, i n  p r e f e r e n c e  t o  an o t h e r  r e s e a r c h , o r  c l i n i c a l ,  d i a g n o s t i c  
s y s te m .
2. Acknowledgement was also made, in the discussion of the results of 
the main (experimental) study, to the possible role of socio-economic 
variables in the generation or maintenance of affective disorder.
I t  i s  recom m ended t h a t  f u t u r e  r e s e a r c h  w ith  p a t i e n t s  s u f f e r i n g  fro m  
a f f e c t i v e  d i s o r d e r  s h o u ld  d e f i n e  th e  sa m p le  s u b j e c t s  in  te r m s  o f  
s ta n d a r d  d e m o g ra p h ic  v a r i a b l e s ,  a n d  a l s o  a s s e s s  th e  I n f lu e n c e  o f  r e c e n t  
l i f e - e v e n t s .
3. Consideration was also given, in Chapter 16, to the 'cognitive bias’ 
of the measures of the dependent variables employed in the main 
(experimental) study.
In  o r d e r  t o  a v o id  u n n e c e s s a r y  b i a s ,  i t  i s  recom m ended t h a t  f u t u r e  
r e s e a r c h  w i th  p a t i e n t s  s u f f e r i n g  fro m  a f f e c t i v e  d i s o r d e r  s h o u ld  a d o p t
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m e a su re s  w h ich  p r o v id e  r e l i a b l e  an d  v a l i d  m e a s u r e s  o f  e m o t io n a l , 
c o g n i t i v e  , b e h a v io u r a l  and b i o l o g i c a l  c o r r e l a t e s  o f  ' d e p r e s s io n * .
4. The development of the Depression Locus of Control Scale (DLCS) was 
reported in Part Two and included the collection of normative data from 
a small, community based, 'remitting* group. In view of the 
acknowledgement that locus of control is not a fixed trait, but an 
interpretation of the subject's reality liable to possible change, 
normative data should be collected from larger samples of both acutely 
ill and recovered patients with affective disorder, in order to provide 
meaningful comparison groups in further studies using this scale.
I t  i s  recom m ended t h a t  n o r m a tiv e  d a ta  be  c o l l e c t e d  on th e  DLCS, w i th  
b o th  m a le  an d  f e m a le  s a m p le s , a d i s t i n c t i o n  b e in g  made b e tw e en  sa m p le  
s u b j e c t s  who a r e  b e in g  t e s t e d  a t  an ' a c u te '  p h a s e  o f  an a f f e c t i v e  
i l l n e s s  an d  t h o s e  who h a ve  ' r e c o v e r e d ' o r  a r e  o th e r w is e  ' i n  r e m i s s i o n ' 
fro m  th e  i l l n e s s .
5. Acknowledgement was made also of the hypothetical role of locus of 
control measures in determining the kind of care, therapy or support 
required by 'externalised' or 'internalised' subjects.
I t  i s  recom m ended t h a t  an e x p e r im e n ta l  s t u d y  s h o u ld  be d e s ig n e d  t o  t e s t  
th e  h y p o t h e s i s  t h a t  h i g h l y  e x t e r n a l i s e d  s u b j e c t s ,  on th e  DLCS, b e n e f i t  
f ro m  m ore d i r e c t i v e  o r  s t r u c t u r e d  c a r e ;  an d  t h a t  h i g h l y  I n t e r n a l i s e d  
s u b j e c t s  b e n e f i t  fro m  m ore au ton om ou s fo r m s  o f  p s y c h o th e r a p y .
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6. The main (experimental) study found no significant difference 
between the three groups in terms of drug treatment. However, the 
actual role of drugs in the recovery of the subjects remains unclear.
If the period of ’asylum’ and the interaction with the nursing staff 
played any part in the recovery of the subjects, then it can be assumed 
that the KCT intervention played a marginally more significant role in 
this respect.
It is recommended that a future research study should attempt to a) 
exert more control over the class and dosage of medication offered to 
subjects or b) attempt to arrange a drug-free trial of ’psychosocial’ 
interventions, such as that described in the main (experimental) study.
7. Acknowledgement was made also, in Chapter 16, to the relative short 
time scale of the follow-up.
I t  i s  recom m ended th a t  f u t u r e  e x p e r im e n ta l  s t u d i e s  w i th  p a t i e n t s  
s u f f e r i n g  fro m  a n y  a f f e c t i v e  d i s o r d e r  s h o u ld  a r r a n g e  f o l l o w - u p  
e v a l u a t i o n  m ea su re s  on a l l  s u b j e c t s , i n c l u d i n g  r e a d m is s io n s ,  a t  12  an d  
18 m o n th s  a f t e r  d is c h a r g e .
8. The description of the preperation for the main (experimental) study 
in Chapter 14 acknowledged that the nurses who applied the novel, MCT 
intervention received only 12 hours of training, prior to the study.
I t  i s  recom m en ded t h a t  f u t u r e  r e s e a r c h  i n t o  s t u d i e s  o f  th e  e f f e c t s  o f  
ln d e p d e n t  v a r i a b l e s ,  su ch  a s  MCT, s h o u ld  a t t e m p t  t o  make c o m p a r is o n s
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b e tw e en  s t a f f  w ith  h ig h  l e v e l s  o f  s k i l l  an d  k n o w le d g e , g a in e d  th ro u g h  
e i t h e r  t r a i n i n g  o r  e x p e r i e n c e , and s t a f f  w ith  m ore b a s ic  c o m p e te n c ie s .
9. The main (experimental) study sought to compare the effects of a 
very generalised form of 'helping*, in Routine Hursing Care, with a 
more structured, yet largely atheoretical, care system in Self 
Evaluation. Both of these were compared with Modified Cognitive 
Therapy, which was highly structured and derived from a range of 
theoretical and technological backgrounds.
I t  i s  recom m en ded t h a t  f u t u r e  r e s e a r c h  s h o u ld  com pare s p e c i f i c  'm o d e ls ' 
o f  c a r e ,  su c h  a s  NCT, w i th  o t h e r  r e c o g n is e d  p s y c h o th e r a p e u t i c  s y s t e m s  
(su ch  a s  R o g e r!a n  c o u n s e l l i n g ,  o r  i n t e r p e r s o n a l  p s y c h o th e r a p y )  o r  
n u r s in g  p r a c t i c e s  b a s e d  upon d i s c r e t e  t h e o r i e s  o f  n u r s in g  (su ch  a s  
R o y 's  a d a p t io n  m o d e l) .
10. The study reported the failure to obtain adequate Patient 
Satisfaction Scale data to complete the planned between-group analysis. 
Although some of the information obtained from the subjects who 
responded was of interest, the format used may not have focussed 
sufficiently upon the 'collaboration' between nurse and patient which 
might have distinguished the three types of intervention.
I t  i s  recom m en ded t h a t  f u t u r e  r e s e a r c h  s h o u ld  d e f i n e  m ore c l e a r l y  th e  
n a tu r e  o f  th e  ' w o rk in g  r e l a t i o n s h i p ' i n v o lv e d  in  c a r in g  f o r  p a t i e n t s  
s u f f e r i n g  fro m  a f f e c t i v e  d i s o r d e r ,  s o  t h a t  an e v a lu a t io n  can  b e  made o f  
th e  s u b j e c t s  r e s p o n s e  t o  d i f f e r e n t  k in d s  o f  n u r s in g  I n t e r v e n t i o n .  Such
- 3 5 8 -
an e v a lu a t io n  s h o u ld  s e e k  t o  c l a r i f y  w h e th e r  p a t i e n t s  a r e  a b l e  t o  
d i s t i n g u i s h  b e tw een  n u r s e s  who o f f e r  h i g h l y  d i r e c t i v e  c a r e ,  a n d  fro m  
th o s e  who n e g o t i a t e  c a r e  g o a l s  an d  s t r a t e g i e s  w ith  th e  p a t i e n t .  Such  a 
s t u d y  s h o u ld  s e e k ,  a l s o ,  t o  e v a lu a t e  th e  p a t i e n t ' s  a t t i t u d e  to w a r d s  
su ch  d i f f e r i n g  c a r e  s t y l e s .
Epilogue
Reference was made in the opening lines of this thesis, to the relative 
infancy of the ’science* of psychiatry. In reviewing some of the models 
of care and treatment of one of the oldest clinical populations in 
psychiatry, the person with depression or ’melancholia’, it was 
apparent that the science of psychiatry has often made haste slowly. 
Although this practice may be frustrating to those of us who seek to 
have our darkness lightened, to the seeker after genuine enlightenment, 
’not knowing’ may constitute a source of knowledge in itself. In 
Chapter One passing reference was made also to the ancient status of 
descriptions of feeling or ’ affectivity’. There it was noted that the 
progress of the last two thousand years may have provided us with an 
enrichened glossary of emotional terms, but the origins and perhaps 
function of such ’affectivity’ is little clearer now than it was in 
Aretaeus’ day. The experimental study, which formed the ultimate core 
of the research, traced its origins to the recent therapeutic 
innovation of 'cognitive therapy’. It may be significant that a new 
’psychotherapy’, which is best known for its attempts to redress the 
human imbalance found in affective disorder, should employ a concept of 
'affectivity’ which has changed little since the time of the ancient 
Greeks, namely that emotion is a consequence of thinking. It has not
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been the aim of this thesis either to question or to reinforce such a 
concept; the intention was only to investigate this particular 
viewpoint, comparing it with other, less clear-cut projections of 
affective disorder.
The 'science* of psychiatry has, until comparatively recently,_explored 
the human condition through (wo)man's reflections on the experience of 
happiness, sadness and so on. Much of our understanding of (wo)man is 
drawn from cultural sources, whether these involve mass reports by 
anthropologists and sociologists, or the more personalised reflections 
of writers and poets. All such information represents data sources 
which, with appropriate analysis and synthesis, can ' inform* the 
science of psychiatry and may hasten the elightenment. It seems only 
right and fitting to conclude this thesis, which has attempted to add 
to the 'scientific* knowledge base of psychiatric nursing, by reference 
to some literary data, which suggest that artists are just as prone to 
examine 'cognitive' variables and to attribute significance to thinking 
as a precipitant of emotional distress, as are psychiatrists, 
psychologists and sociologists.
The writings of Franz Kafka are widely accepted as metaphorical or 
symbolic statements depicting the powerlessness and frustrated despair 
of the depressive character. In Bemporad’s (1980) view *'Kafka's works 
permit a rare and unforgettable glimpse into the inner world of 
melancholia"(p.415). Kafka’s biographer (Brod, 1973) describes the 
troubled childhood development of the young Kafka, against a background 
of family tragedy and a wholly unsatisfactory emotional relationship
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with his father and mother which may have served as the base for his 
adult melancholy, disturbed by existential philosophical questions, 
the dilemmas of which are expressed in his writings. The ’cognitive 
theory* proposed by Beck (1976) attributes the origins of current 
negative thinking, such as that found in depressed patients, to certain 
dysfunctional 'schemas* or belief systems, whose origins lie in 
negative experiences of childhood and puberty. It is interesting to 
note, in respect of Beck hypothesis, that such a famous adult 
depressive as Kafka should write in a letter to his father, which 
recounts his early experiences and their lasting effect on his 
personality, that he found him to be all-powerful, critical and 
unfeeling; disparaging the very weakness he demanded in his son. The 
adult Kafka writes:
In all my thinking I was, after all, under the heavy pressure of 
your personality...All these thoughts, seemingly independent of 
you, were from the beginning burdened with your belittling 
judgements (1973, p.23)
A no less hostile criticism of the influence of a parental figure, on
the thinking style of the adult, is provided by the contemporary
American humorist, Garrison Keillor. In his novel Lake Woebegone Days
(Keillor, 1986) he enters a lengthy footnote, representing a verbatim
transcript of a 'thesis’, written by a fictitious member of his boyhood
town, which details 95 critical statements made by the adult, of his
mother and the effect of her parenting on his adult emotional self. In
the final section of the 'thesis' the author writes of his mother :
Now you call me on the phone to ask, "Why don't you ever call 
us?"...I didn't call because I don't need to talk to you any more. 
Your voice is in my head, talking constantly from morning till 
night. I keep the radio on, but I still hear you and will hear you
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until I die, when I will hear you say "I told you so” (p.274).
If we were in any doubt that early childhood experiences, especially at 
the hands, or mouths, of a parent figure, played any part in the 
shaping of our view of ourselves and the world, then these two short 
quotations might dispel some of those doubts. For Kafka, the experience 
seemed to sour his whole adult experience, the bitterness unrelieved by 
his open expression of hostility towards his father. If the fictitious 
’emotional cripple’ in Keillor’s book is the author himself, his humour 
is surely only a thin disguise for his outrage and protestations at the 
influence his mother’s voice has upon his own thoughts and ultimately 
upon his emotional experience. Both writers remind us of the timeless 
quality of depressive experience and trace a line between contemporary 
emotional distress and early experience, which is threaded through the 
words with which we make sense of our world. As we seek to clarify our 
current confusion about the nature of affective disorder and its 
possible resolution, we should not forget that much of the 
understanding we seek may be found in the words of wise men and women, 
but may also be found in the expression of those who are entrapped by 
the experience we call ’affectivity’. In our striving to seek 
resolution for emotional pain we should not reject the hypothesis that, 
for some, such pain may be the inevitable sequelae of earlier life 
experiences. The aim of all our strivings may be to help the sufferer 
express what she experiences and then to learn haw ta do what needs to 
be done.
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Appendix 1
Questions from the Registered Mental lurse 
final examination: 1976 - 1985.
CODE
1. A middle- aged woman with a long history of manic-depressive psychosis 
has been re-admitted to hospital during a hypomanic episode.
a) List the common physical and psychological features of hypomania.
b) Discuss how the nurse should respond to the problems which can occur 
when establishing a relationship with this patient.
c) Other patients become increasingly annoyed by her behaviour. Describe 
how you would deal with this situation.
2. A 52 year old man is admitted to hospital with hypomania.
a) Outline the signs & symptoms that may be expected.
b) Describe the nursing management during the acute phase.
c) Indicate the specific nursing observations for this patient in relation 
to his lithium therapy.
3. A middle-aged man is admitted to hospital in an acute manic state.
a) Describe the clinical manifestations of mania.
b) Discuss the management of this condition.
4. A 40 year old woman with a severe depressive illness with psychotic 
features, is to have electro-convulsive therapy for the first time.
a) Outline the clinical features likely to be present.
b) Describe the psychological and physical preparation this woman will 
recieve.
c) Describe the specific nursing care of the patient following ECT.
5. A patient in a hospital ward is suffering from acute mania.
a) What observations would lead the nurse to suspect that this patient's 
physical condition was deteriorating?
b) Describe the management of this patient's condition.
6. A middle-aged man with a diagnosis of mania is admitted to hospital.
a) Describe the main signs & symptoms of mania.
b) Describe the nursing management of this patient.
7. a) Describe the characteristic features of manic-depressive psychosis,
b) Describe the nursing management of a patient who is in the depressed 
stage of this illness.
8. A patient with depressive illness, refuses to eat or drink.
a) Consider possible reasons for the patient's refusal.
b) What are the dangers of fluid imbcdance?
c) Describe in detail, how the nurse would ensure adequate nutrition.
9A
CODE
0. A young woman suffering from acute mania is admitted to hospital.
a) Describe the presenting features of this illness.
b) What problems can arise during the admission procedure and how
can they be minimised? . .
c) Describe and explain the observations the nurse should report during
the first few days following admission.
10. An elderly woman is admitted to hospital in a manic state.
a) Describe the signs and symptoms of mania.
b) Describe the nursing management of this condition.
11. A patient is admitted to hospital in a severely depressed state. ECT
is prescribed.
a) Describe the preparation of the patient for ECT.
b) Discuss how the nurse may influence the outcome of this treatment.
c) What special points have to be considered in the case of out-patients.
12. A young woman is admitted to hospital in a severely depressed state.
a) Describe the clinical features of the patient's condition.
b) Describe the medical and nursing management of this patient.
13. A middle-aged woman with a history of manic-depressive psychosis, 
is admitted in a depressive phase of illness.
a) List the main symptoms of depression.
b) Describe the nursing care of this patient.
c) How should the patient be prepared psychologically for ECT.
14. a) What are the characteristics of psychotic depression.
b) Describe the management and nursing care of a depressed patient 
in hospital.
15. A 30 year old man is admitted to hospital in a hypomanic phase of manic 
depressive psychosis.
a) What are the characteristic features of hypomama?
b) Discuss the nursing management of this patient.
c) What action should the nurse take if the patient insists on discharge.
16. A patient overdoses on medication when she is in a severely depressed 
state.
a) What may be the presenting signs and symptoms of severe depression?
b) Describe the nursing management of the patient in hospital.
c) Name two drugs used to treat depression, giving dosage and side effects.
17. A patient is admitted to  hospital in a manic sta te .
a) Describe the main signs and symptoms.
b) Describe the nursing m anagement o f mania.
c) How should the nurse deal with problems posed by visitors to  the
ward?
2L
18. A 45 year old man is admitted to hospital in a hypomanic state.
a) Describe the common clinical features of the condition.
b) Discuss the nursing management of the patient in relation to:
i) rest and sleep.
ii) nutrition.
iii) effect on other patients.
19. A depressed patient is refusing to eat or drink.
a) Discuss the possible reasons for refusal.
b) How would you cope with this problem?
c) Discuss the important principles to be learnt from this situation.
20. a) Describe the preparation of the patient for ECT.
b) Discuss the nurse's role during treatment.
c) Discuss the care of the patient immediately following ECT.
21. A middle-aged man is admitted with recurrent mania.
a) Describe the main symptoms of mania.
b) Describe the role of the nurse in care and management.
c) Name two medicines used to treat mania and identify their side effects.
22. A 45 year old man with manic-depressive psychosis is admitted 
state.
in a hypomania
a) Describe the symptoms at present and the symptoms likely to occur 
during a depressive phase.
b) Discuss the patient's management in relation to diet and rest.
c) How would you reassure the patient's wife who is distressed?
d) Discuss the possible effect on other patients.
23. A patient is admitted with acute mania.
a) Describe the signs and symptoms of mania.
b) Describe the nursing care of the manic patient.
24. a) Describe briefly the use of lithium carbonate.
b) What dosage of lithium carbonate is usally used and how is the dosage 
determined?
c) Describe the effects of toxicity.
APPEWDIZ 2
Example of completed questionnaire used in preliminary 
definition of construct, routine nursing care.
Below are a number of questions about your role as a nurse in Ward 20. 
P lease give as much information as you wish.
A. Why do you b elieve that the establishm ent o f a positive relationship is  beneficia l 
to  that patient's welfare?
Establish early, an elem ent of trust betw een nurse and patient. I believe, in general 
term s, if  a patient develops confidence in s ta f f s  ability to  help or a lleviate symptoms, 
then obviously the patient will begin to  benefit.
B. Why do you qiend tim e talking to  patients?
Far observational purposes as w ell as establishing good nurse/patient relationship. 
Observation and questioning would allow one to  find out if  patient was hallucinating, 
deluded, anxious or suspicious. Answers given and assessm ent would be of help 
in care of treatm ent. Futher questioning asking about underlying causes o f illness 
could produce answers to help in assessm ent.
C . Why do you think recreation is  important?
For reaction , to  assess ability of concentration and interaction with fellow patients 
and sta ff on a communal working basis. Also to  stim ulate interest and for general 
m otivation to  give the patient confidence that progress to  health is possible.
D . What sort o f  information about the patient's condition do you norm ally co llect?
General stresses or phobias and anxieties about their particular health, e .g . constipation. 
Home environment and general background. Fam ily history with reference to  personal 
relationships. Social and sexual behaviour. D eta ils  of the im m ediate period leading 
up to  hospital admission.
E. What sort of information about the patient's condition do you normally give to  
the patient?
Mental conditions treated with support and reassurance. Questions answered truthfully, 
always remembering nothing to  be said to  deliberately aggravate the patient's condition. 
If after physical examinations and routine te s ts  any abnormality is found, this would 
be explained to  the patient in such a way as to  a lleviate  any further distress.
F . What sort o f information about her treatm ent do you norm ally give the patients?
This has been partially answered in question E, but chem otherapy or ECT treatm ent 
would be carefully explained. A lso, i f  patient is  suitable for MRU regim e, th is  
would be detailed.
G. What sort o f information do you not disclose to  the patient?
Confidential information that the Consultant or Ward D octor has given to  sta ff.
Any serious illness or problem or death relating to  m embers of im m ediate fam ily, 
might be withheld.
H. Describe the different ways you go  about giving inform ation to  a patient?
By taking the patient aside to  the quietness of an interview  room, is  possibly the 
best way. There are occasions, how ever, when inform ation can be given in a group 
situation.
2L What questions would you be asked by the patient?
These are innumerable, ranging from the very pressing to  the trivial -  training, 
common sense and experience, all combine to  help one answer these as they com e
e *B
•When can I go out?", "When is  visiting time?", "When can 1 have my hair washed?" 
•When can 1 have a cigarette?", "Will 1 ever get better?", 'Will my hom e-life  ever  
return to  normal?"
There are, of course, a whole lo t of social and sexual questions asked, too  many 
and too obvious to  be enum erated.
3
P atients regularly make demands upon your tim e. L ist below  the things which the patient 
m ost o ften  experts o f you.
(Examples: conversation, inform ation, help)
Patient asks for
1. A listening ear.
Z. General conversation.
3. Support with worries or problems.
4. Information re -  m edication.
5. Information re -  financial situation.
6. In form ation  in genera l.
7. Reassurance that they will get b etter  again.
8. Can you do my hair!
List below , the things which you m ost o ften  do far  the patient. 
(Example: encourage problem -solving; discuss feelings).
I give the patient
Listen and give reassurance.
Help with any problems which may arise, if possible.
Encourage and help her maintain a standard of hygiene which she is used to. 
To encourage her to take care of personal belongings and personal hygiene.
Maintain a degree of independence so that she does not become too reliant on 
the hospital.
APPEMDII 3
Definition of ‘routine nursing’ interactions: 
Rating Scale Ho. 1
Nurses use a wide range of interpersonal techniques in their dealings 
with patients. From the answers listed  below, please indicate roughly 
how often  you use these methods.
P lease use the following scale to  indicate this.
(A) Almost every day
(B) Once per week
(C) One per month
(D) Less than once per month
(E) N ever
P lease indicate your answer by using the le tters (A) to  (E). If any 
procedure seem s inappropriate -  put Wot Applicable', e .g . N /A .
EXAMPLE
'Ask patient how she is feelin g” A
'Try to  ignore disordered speech” B
'Help her assess her anxiety” N/A
2Procedure
A) Converse on neutral topics to  encourage 
normal conversation.
B) Try to  alleviate the patients sym ptom s if  she 
expresses them in conversation.
C) Approach patients in a d irect manner if  they  
look depressed, with for exam ple the question  
"How are you feeling today?"
D) Make casual remarks to  a given patient in a 
group setting to encourage a response in that 
patient.
E) Be supportive if  a patient expresses feelings  
of anxiety by, for exam ple, the reply "It's 
your nerves that are the problem."
F) TVy to  find out the root cause of a problem  
expressed by casual open ended questions.
G) Work on 'hunches', for exam ple "She looks 
depressed, therefore she is depressed."
H) A ctively 'listen' to  every conversation with 
the patient.
I) If a patient appears indecisive, be supportive 
until a decision is made by the patient.
J) If the patient appears indecisive, give various 
alternatives in helping her to  make a decision.
K) If the patient is indecisive, suggest what way 
you fee l is the right way to  tack le the problem  
presented.
L) Use your own values to  influence the outcom e  
of a problem-solving exercise.
M) If a patient expresses doubts about a given 
drugs use, would you say:-
i) "Well, depression is caused by a chem ical 
imbalance so it's worthwhile to  keep 
taking the pills."
ii) "Some drugs can be belpful and your 
doctor has prescribed these."
iii) D iscuss the pros and cons of continued 
use of the ding.
N /...
3Procedure
N) If the patient lacks m otivation, would you:
i) Find out through general conversation, 
what her likes are and capitalize on these  
interests.
ii) Ask her what she would like to do and if  
she does not come up with anything, 
suggest things for her to  do.
iii) In the group setting suggest that the 
group do a certain activ ity  and attem pt 
in a subtle manner to  involve her.
O) If she persists in remaining isolated , would you:
i) Draw back and pick another tim e to  bring 
the subject of an activ ity  up.
ii) Push the point to  some exten t with the view  
that persuasion which results in participation  
can be worthwhile.
iii) Draw back because her drugs may not have 
reached a therapeutic leve l at that tim e.
P) I would foster a good relationship with the
patient in order to:-
i) Provide personal support.
ii) Gather information about the patient.
iii) Give the patient greater confidence in her 
own ability.
Q) If a patient asks "What is wrong with me nurse?",
would you:-
i) Always give your honest view as to  the cause 
of her condition.
ii) Ask more questions, then attem pt to  a lleviate  
any worries she expresses without giving a 
straight answer.
iii) R efer her to  a doctor telling the patient 
that he is the best person qualified to  answer 
such a question.
iv) Say "Once your next blood results come 
through, we may know."
v) Refer her to another member of the nursing 
staff and let them deal with the request for 
information.
o f
4Procedure
R) If the patient looks anxious, would you approach
her by:-
i) Asking various questions related to  her 
outward signs of anxiety before mentioning 
what you fee l.
ii) Saying "You appear anxious, is som ething 
bothering you?"
iii) Engage the patient in general conversation  
and let the patient bring up the subject i f  
she wishes.
iv) Find out what the problem is , then pass the 
information on to  a doctor.
v) Find out what the problem is, then pass the 
information on to  a senior nurse.
vi) Find out what the problem is, and attem pt 
to deal with it  yourself.
S) If you feel that the patient is  expressing
delusional thoughts, would you:-
i) Try to  reason with her for a period of tim e.
ii) Acknowledge the patient's speech but do not 
pass comment on it .
iii) Spend tim e with the patient listening  
attentively because she is  expressing these  
thoughts.
T) If the patient expresses suicidal thoughts to
you, would yoiu-
i) Try to reason with her for a period of tim e, 
then report the m atter.
ii) Acknowledge the patient's thoughts but do 
not pass com ment. Then report the m atter.
iii) Initially listen to  what the patient has to  
say. Report the content of her thoughts, 
then return to  discuss the m atter with her  
to attem pt to  find a solution hy working 
with her.
iv) After listening to  the content, attem pt to  
alleviate her symptoms.
APPEIDII 4
Definition of 'routine nursing’ interactions: 
Rating Scale Ho. 2
The following is a list of problems shown by depressed patients.
Using the scale provided, please indicate roughly how often  you deal 
directly  with these problems.
Scale
(A) Almost every day
(B) Once per week
(C) One per month
(D) Less than once per month
(E) Never
P lease indicate your answer by using le tters (A) to  (E)
Problem A B C D E
1. Agitation
2. Lack of m otivation
3. Poor concentration
4. Poor personal hygiene
5. Poor food intake
6. Lack of com municative speech
7. Delusional thoughts
8. Immobility
9. Suicidal ideas
10. Tearfulness
11. Lack o f positive thoughts on future
12. Lack o f interest in appearance
13. U nco-operative behaviour
14. Feelings of guilt
15. A ttem pted suicide
16. Insomnia
17. Constipation
18. Hypochondrical ideas.
19. Hallucinations
20. Withdrawal
APPEWDII 5
Letter to Directors of Hursing Services* inviting their 
participation in the drawing of the sample of nurses.
I am writing to  ask for your help with part o f a research project involving the study 
of the nursing care of patients suffering from severe a ffec tiv e  disorder. You may 
have seen one of our recent publications which described one aspect of the proiect
A COUV lfi PTlIOCaH fftt* awAvt • J *
So what do I want you to  do? I would be m ost obliged if  you would ask some of 
your sta ff, who work with depressed patients, to  participate in the study. A pain 
to  avoid bias, I would prefer you to  ask sp ecific  people a t random, rather than ask 
for volunteers: volunteers tend to  be d ifferent from those who are conscripted 
The only requirement is  that they are RMN's. Anyone who agrees to  participate 
will be anonymous: neither they nor the hospital will be identifiable. I will send 
them full details of what is  required. They need only lis t  things which they do 
routinely for their patients, on a prepared form at.
A ffective IHsomIc r
Knrxiiiji Research Project
•
Dear Colleague,
At present, I am trying to  describe what nurses actually  do for depressed patients. 
I hope to describe the range of a c tiv ities , procedures and interactions which nurse:
i or
'preparing
« r v  .. . °  r  wvuu u  j t *■ imhvc laeni
a list of hospitals which might supply inform ation. The selection  was made en1 
at random to avoid bias in the inform ation supplied. I have no idea of the kind 
of umt/hospital for which you are responsible.
Thanking you in anticipation.
Ph
Encs.
Clinical Nurse Consultant 
in Behaviour Therapy
Letter to the nurse
APPEMDII 6
participants in Critical Incident Survey.
A ffective
f mm
Royal Dundee LifT Hoipital, 
DUNDEE. DD2SNF
llison ler
j| Miirsim.l lEcscnnii Project
Dear Colleague,
I have been advised by your D irector that you are willing to assist us in our Research  
Project. In the part of the project with which I would like your help, I am looking 
at aspects of the nurse's work with depressed patients. This involves asking nurses 
like yourself to  provide inform ation about the kinds o f interactions they have with 
depressed patients on a routine basis. I would like you to  provide som e sim ple details  
about the sorts of things you do 'with, for or to' depressed patients. I have enclosed  
a copy of the guidelines to  which you should refer  before beginning to  make your 
notes. I have also included 30 recording sheets to  use in the exercise . P lease com plete  
these return them in the envelope provided at your earliest convenience.
If you have any queries about the task we have set out, please do not hesita te  to  
contact m e. I should like to  thank you in advance for your assistance with this 
project. Your contribution will be greatly appreciated.
Yours sincerely.
Philip J. Barker 
Clinical Nurse Consultant
Encs.
APPEIDII 7
The Critical Incident Record format
CODE_
NAME_________________________________
GRADE______ _________________ ________  DATE OF ENTRY
Describe an activity in which you did something for, to, or with, a patient (or his N.O K ) 
which you believe represents EFFECTIVE nursing. Give your answer in the following parts.
A. What events led up to the activity?
B. What did you do (exactly) which seemed to be so EFFECTIVE?
C. Why do you believe the activity was EFFECTIVE?
D. Roughly, when did this activity take place?
E. Indicate for which grade(s) of staff this activity is appropriate.
APPEMDII 8
Enclosure accompanying Critical Incident Records.
NURSING ACTIVITY WITH DEPRESSED PATIENTS
What is required
On the attached sheets we would like you to  describe any activ ity  which you believe represents 
an e ffective  aspect of nursing care. This might involve doing things for the patient (such as 
brushing her hair) doing things to  the patient (such as taking a blood sample) or doing things 
with the patient (such as discussing a problem or playing cards).
We impose no restrictions on the kind of entries you make. You may describe any activ ity  
-  however important or trivial i t  may appear.
Please restrict your descriptions to  work with depressed patients. By this, we mean anyone 
whose diagnosis involves depression in one form or another. P atients with bereavem ent problems, 
anxiety and depression, m anic depressive psychosis, mixed a ffec tiv e  sta tes, endogenous depression  
or reactive depression, would a ll f it  th is description.
How to  com plete your description
Please try to  make your entries as exp lic it as possible. Describe the "events leading up to  
the activity” by noting ex a ctly  what took place: e .g . record that the patient 'was sitting crying  
in the toilet' RATHER THAN 'the patient appeared depressed'.
Describe the acitivity which seem ed to  be EFFECTIVE in the same explicit manner. Describe  
WHAT YOU DID: e.g . T put m y arm round her and aksed her i f  she wanted to  talk' RATHER 
THAN T comforted her'.
Describe "why you believe the activ ity  was EFFECTIVE" by explaining briefly the outcom e 
of your action: e .g . "patient said 'thank you' and stopped crying", RATHER THAN "the patient 
settled down."
Indicate when this activ ity  took place: e .g . "yesterday morning" or "last month". The a c tiv ities  
do not have to  be current: i .e . today or yesterday.
Indicate which grade of nurse might be able to  o ffer  the nursing care you have described.
Some activities may be appropriate to  certain sta ff , whereas others may be appropriate to  
any grade of nurse. P lease rely  upon your own judgement.
GOOD LUCK
Phil Barker
Research Director
APPEMDII 9
Rotter’s I E Scale: The Social Reaction Inventory
SOCIAL REACTION INVENTORY Names ...........
D ate................................... Codes
This q u es tio n n a ire  i s  designed to find  out hew c e r ta in  in p a t ie n t  events 
a f f e c t  d if f e re n t  peop le . Each question  has two a l t e r n a t iv e s ,  a or bs th ese  
rep re sen t d if f e r e n t  b e l i e f s . P le a se  choose the  sta tem en t which you b e liev e  
most s tro n g ly . Remember to  p ick  th e  statem ent which you a c tu a lly  b e lie v e  to  
be mere tru e , r a th e r  than th e  one you th ink  you should choose, o r  would l ik e  
to  be tru e . As th e  q u e s tio n n a ire  i s  locking a t personal b e l i e f s ,  th e re  a re  no 
r ig h t  or wrong answ ers.
P lea se  p lace a t i c k  b esid e  your answer, a or b , f o r  each question  on th e  
inven to ry . Remember to  pu t your name a t  th e  top o f th e  page.
Read each statem ent c a re fu lly  befo re  you make your cho ice , bu t do n o t spend too 
long on any one item . Remember to  answer every item .
In  some cases you nay b e lie v e  both  sta tem en ts. In  such cases p ick  th e  sta tem en t 
you more stro n g ly  b e lie v e  to  be th e  case. Try to  answer each item  se p a ra te ly : 
do no t be in fluenced  by your prev ious choices.
R am aSR : P ick  th e  a l t e r n a t iv e  which you p e rso n a lly  b e lie v e  tc  be more t r u e .
I  mere strong ly  b e lie v e  th a t :
1.
2.
3.
4.
5.
6.
a.
b.
a .
...........b.
a.
b.
.a.
b.
a.
,b.
C hildren  get in to  tro u b le  because t h e i r  p a re n ts  punish  them too much. 
The tro u b le  w ith  most ch ild ren  nowadays i s  th a t  t h e i r  p a ren ts  a re  
too easy w ith  them.
Many o f th e  unhappy th in g s in  p e o p le 's  l iv e s  a re  p a r t ly  due to  bad 
lu ck .
People* s m isfo rtu n es r e s u l t  from th e  m istakes they make.
One o f th e  m ajor reasons why we have wars i s  because people d o n 't  
tak e  enough in t e r e s t  in  p c l i t i c s .
There w i l l  always be wars, no m a tte r  how hard  people t r y  to  p reven t 
them.
In  the  long run people get the  re s p e c t th ey  deserve in  th i s  w orld .
U nfo rtuna te ly , an in d iv id u a l 's  worth o fte n  passes u n re c o ^ iz e d  no 
m a tte r  how hard he t r i e s .
The id e a  th a t  teachers a re  u n fa ir  tc  s tu d en ts  i s  noneense.
Most s tu d e n ts  d o n 't  re a l iz e  th e  e x te n t to  which th e i r  g rades a re  
in f lu en ced  ac c id e n ta l happenings.
Without th e  r i g h t  breaks one cannot be an e f f e c tiv e  le a d e r .
Capable people who f a i l  to  become le a d e rs  have no t taken  advantage 
o f t h e i r  o p p o r tu n it ie s . —- ----------------
No m a tte r  hew hard  you t r y  some peop le  ju s t  d o n 't  l ik e  you.
People who c a n 't  g e t o thers  to  l ik e  them d o n 't  understand how to  
get along, w ith o th e r s .
7 .
O' 
ft
:::.t that ,hat is eoine to > - » - «
decision to take a “L r S t e t^ e e ° o f  art’o m  ^  " *  “  “ kl" S 8
8uchha S S g 0^  u n f a i^ t e s t ^  ^  18 i f
th a t  studying i s , r e 2 l y >UBeless?~ ^  ur‘relltsK l to  course aork
" ' a ' n o w n ^ t o  d^'with it." °f h “ J * “ k. ^ u k  has little or
b r i g h t  S ^ . 30” Dainly bel"e *» ^ e  right place at
• ..a. The average citizen can have an i n f l u e n t  <v mi . _ e an ini luence in government decisionc
much t h e  r0' er• “ d there 18 ”°‘
. . . a .  *hen I  ™ ke p la n e , I  ™ alm ost c e r ta in  th a t  I  can make th e .  work.
‘ turn” ? to 171 ^ ° o f 1^ o a ° o r fS d a? o r t u i ^ h o r )r
. . . a .  There a re  c e r ta in  people  .ho  a re  j u s t  no good.
. . . b .  There i s  some good in  eveiybody.
a. I n « y  case getting .hot I .ant has little or nothing to do .ith luck 
h. .any ti.es .e might just as .ell decide .hat to do *  flipping a ^
"  ta th T ttg ^ la c  e° f i r s t  ?^te n  deP“ dS »  *h°  —  *” <=* ®ough to  be 
b * G ettin g  people to  do th e  r i c h t  th in e  ^  j
l i t t l e  o r no th ing  to  d ; v i t h i t !  dePends upon a b i l i t y ;  luck  hasr ~,s£l^ =«Jxs, - --— -
• S n  S ntrSo r . : r l T ^ T s . in affaire the p ^ l e
^ n t o n e d ^ c ^ J e S i l ' h ^ e S S g s ?  ^  ,hlCh th*i r  Uve8 “ e
. There is really no such thing as "luck",
a . One should a l .a y s  be . i l l i n g  to  adm it h ie  m is tak es .
4 U  U suall!' b e s t  *° cover up o n e 's  m is tak es .
.. It i. hard to kno. .hether or not a Person really likes you.
. Ho. .any friends you have depends upon ho. nice a person you are.
“• Sodth^ 8 “  the lad thi" * 8 « “*  happen to u. are balanced by the 
b ‘ X & S . f S ' S I  “  reSUlt " f ^  <* ability, ignorance,
22. .a.
,b.
23....................
,b.
24 .....*•
...........b .
25 .....a*
............ b .
26. ......a.
............ b .
27. ............
............ b .
2 8  ..a.
............ b .
29 ...a.
............ b .
It ie difficult for people to have much control over the things 
politicians do in office.
Sometimes I can’t understand how teachers arrive at the grades they
gjvet
There is a direct connection between how hard I study and the grades 
I get.
A good leader expects people to decide for themselves what they 
should do.
A good leader makes it clear to everybody what their jobs axe.
Many times I feel that I have little influence over the things 
that happen to me.
It is impossible for me to believe that chance or luck plays an 
important role in oy life.
People axe lonely because they don’t try to be friendly.
There's not much use in trying too hard to please people, if they 
like you, they like you.
There is too much emphasiB on athletics in high school.
Team sports are an excellent way to build character.
TThat happens to me is my own doing.
Sometimes I feel that I d m ’t have enough o m t r o l  over the direction 
sy life is taking.
Most of the time I can't understand why politicians behave the way
they do. ,
In the Iona run the people are responsible for bad government on
a national as well as on a local level.
With enougi effort we can wipe out po litica l corruption.
3
APPEIDII 10
Reid and Ware’s Three-Factor Internal-External Locus of 
Control Scale: The Belief Survey
pj5j
Date? Code:
T his q u es tio n n a ire  measures perso n a l b e l i e f :  obviously  th e re  a rc  no r ig h t  or 
wrong answ ers. Each item  o o n s is ts  of two a l t e r n a t iv e s  (.'0 o r (B ). P ick  th e  
s ta tm e rt which you more s tro n g ly  b e lie v e . Be su re  to  p ick  th e  sta tem en t you 
a c tu a lly  b e lie v e , and not th e  one you th in k  you should choose, o r  would l ik e  to  
be t ru e .
P le a se  answer th e se  item s c a re fu l ly ,  bu t do no t spend too much tim e on any one 
item . Be su re  to  fin d  an answer f o r  every cho ice . C irc le  th e  l e t t e r  o f th e  
sta tem ent (A o r  B) which you choose.
In  some cases vou may d isco v er th a t  you b e lie v e  both s ta tem en ts  o r n e i th e r  one.
In  such cases be su re  to  s e le c t  th e  one you Dore s tro n g ly  b e lie v e  to  be th e  case , 
as f a r  as you a re  ooncemed. Also t r y  to  respond to  each item  independently  when 
making your choice: do n o t be in f lu en ced  by your p rev ious ch o ice s.
1. (A) V arious sp o r ts  a c t i v i t i e s  in  th e  community help  in c re a se  s o l id a r i ty
amongst people in  th e  community.
(B) V arious sp o r ts  a c t i v i t i e s  in  th e  community can le ad  to  r iv a l r y  d e tr im en ta l 
to  th e  s o l id a r i ty  o f th e  community.
2. ( a) ’Var b rin g s  out the  w orst a sp e c ts  of men.
(B) A lthough war i s  t e r r i b l e ,  i t  can have Borne v a lu e .
3* (A) There w ill  always be w ars no m atte r how hard people t r y  to  p reven t them. 
(B) One o f th e  major reasons why we have w rrs i s  because people  do no t take 
enough in t e r e s t  in  p o l i t i c s .
4* (A) Even when th e re  was n o th in g  fo rc in g  me, I  have found th a t  I  w il l  sometimes
do th in g s  I  r e a l ly  d id  n o t want to  do.
(B) I  always f e c i  in  c o n tro l o f  what I  an doing.
5 . (a ) There a re  in s t i tu t io n s  in  ou r so c ie ty  th a t  have co n sid e rab le  co n tro l
over me.
(B) L i t t l e  in  t h i s  world c o n tro ls  me, I  u su a lly  can do what I  decide  to  do.
6 . (a) I  would l i k e  to  l iv e  in  a  sm all town o r a r u r a l  environm ent.
(B) I  would l i k e  to  l i v e  in  a  la r g e  c i ty .
7 . (A) F o r th e  average c i t iz e n  becoming a  success i s  a  m a tte r o f hard work, luck
has l i t t l e  o r  no th ing  to  do w ith  i t .
(B) For th e  average guy g e t t in g  a  good job  depends m ainly on being  in  th e  
(B) r ig h t  p la c e  a t  th e  r i g h t  tim e .
8 . (A) P a tr io t is m  demands th a t  th e  c i t iz e n s  o f a n a tio n  p a r t ic ip a te  in  any w ar. 
(B) To be a  p a t r io t  fo r  one’ s ccroatxy does n o t n e c e s s a r i ly  mean he must go
to  war f o r  h is  coun try .
9 . (A) In  ny case g e tt in g  what I  want has l i t t l e  o r n o th ing  to  do w ith lu ck .
(3) I t  i s  n o t always w ise fo r  me to  p lan  too f a r  ahead because many th in g s
tu rn  out to  be a  m a tte r  o f good o r  bad fo r tu n e  anyhow.
10. (a) Sometimes I  im pu lsively  do th in g s  which a t  o th e r tim es I  d e f in i te ly  would 
no t l e t  m yself do.
(B) I  f in d  th a t  I  can keep my im pulses in  c o n tro l.
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12. (A) 
(B )
13. (A) 
(B)
14. (A) 
(B)
15. (A) 
(B)
16. (A) 
(B)
17. (A) 
(B)
18 . (a)
(B)
19. (A) 
(B)
20 . (A)
(B)
2 1 . (A) 
(B)
22. (3l)
(b )
23. (A) 
(B)
In  many s i tu a t io n s  what happens to  people seems to  bo determ ined by f a t e .  
People do no t r e a l iz e  how much they p e rso n a lly  determ ine t h e i r  own o u t­
comes.
C ollege s tu d en ts  should be tra in ed /^ im es  o f  peace to  assume m ili ta ry  
d u tie s .
The i l l s  o f war sire g re a te r  than any p o s s ib le  b e n e f i ts .
Most people  do n o t r e a l iz e  th e  ex ten t to  which th e i r  l iv e s  a re  c o n tro lle d  
by ac c id e n ta l happenings.
F or any guy, th e re  i s  nc such th in g  as lu ck .
I f  I  pu t ny mind to  i t  I  could have an im portan t in f lu e n c e  on what a 
p o l i t i c i a n  does in  o f f ic e .
When I  look a t  i t  c a re fu lly  I  r e a l iz e  i t  i s  im possib le  fo r  me to  have 
any r e a l ly  im portan t influence over what p o l i t i c i a n s  do.
With f a t e  th e  way i t  i s ,  many tim es I  f e e l  th a t  I  have l i t t l e  in f lu en ce  
over th e  th in g s  th a t  happen to  me.
I t  i s  im possib le  f o r  me to  b e liev e  t h a t  chance o r  luck  p la y s  an im portan t 
r o le  in  my l i f e .
When I  p u t my mind to  i t  I  can c o n s tr in  my em otions.
There a re  moments when I  cannot subdue my emotions and keep them in  check.
Every' person should g ive some of h is  tim e f o r  th e  good of h is  town o r  
oountry .
People  would be a  l o t  b e t t e r  o f f  i f  they  could l i v e  f a r  away from o th e r  
people and never have to  do anything fo r  them.
As f a r  as th e  a f f a i r s  o f ou r country a re  concerned, roost people  a re  th e  
v ic tim s  o f fo rc e s  they do no t co n tro l and fre q u e n tly  do no t even under­
s tan d .
ta k in g  p a r t  in  p o l i t i c a l  and s o c ia l  events th e  peop le  can d ir e c t ly  
c o n tro l much c f  th e  c o u n try 's  a f f a i r s .
People cannot always ho ld  back th e i r  p e rso n a l d e s ire s ;  they w il l  behave 
ou t o f im pulse.
I f  th ey  w ant to ,  people  can always c o n tro l th e i r  iromediate w ishes a id  n o t 
l e t  th e s e  m otives d e ta m in e  th e i r  t o t a l  behav iou r.
Many tim es I  f e e l  I  m ight ju s t  as w ell decide  what to  do by f l ip p in g  a co in . 
In  * o s t  cases I  do n o t depend on luck  when I  decide  to  do som ething.
Our fe d e ra l  government should promote th e  mass production  o f  low r e n ta l  
apartm ent b u ild in g s  to  reduce th e  housing sh o rtag e .
The b e s t  way f o r  our government to  reduce  th e  housing sho rtage  i s  to  make 
low in t e r e s t  m ortgates a v a ila b le  and to  s t im u la te  th e  b u ild in g  of low co st 
houses.
I  do n o t know why p o l i t i c i a n s  make th e  d ec is io n s  they  do.
I t  i s  easy f o r  me to  understand why p o l i t i c i a n s  do th e  th in g s  they  do.
Although sometimes i t  i s  d i f f i c u l t  I  can always w i l l f u l ly  r e s t r a in  my 
immediate behav iour.
Something I  cannot do i s  have complete m astery  over a l l  ny behav ioura l 
ten d en c ie s .
z
24. (A)
(B)
25. (A)
(B)
2 6 . (A)
(B)
27. (A)
(B)
28 . (A)
(B)
29. (A)
(B)
30. (A)
(B)
31. (A)
(B)
32. (A)
(B)
33.
34. (A)
(B)
35. (A)
(B)
36. (A)
(B)
37. (A)
(B)
In  th e  long run people  re c e iv e  th e  reBpect and good outcomes they worked 
f o r .
U nfortunately  because o f m isfo rtune  o r bad luck , th e  average guy '*  worth 
o f t®  passes unrcoognized no m a tte r how hard  he t r i e s .
T ith  enough e f fo r t  peop le  can wipe out p o l i t i c a l  c o rru p tio n .
I t  i s  d i f f i c u l t  f o r  peop le  to  have much co n tro l over th e  th in g s  p o l i t i c ia n s  
do in  o f f ic e .
L e ttin g  your f r j  ends down i s  n e t so bad because you cannot do good a l l  
th e  tim e fo r  everybody.
I  f e c i  very bad when I  have f a i le d  to  f i n i s h  a  job I  prom ised I  would do.
By a c tiv e  p a r t ic ip a t io n  in  th e  ap p ro p ria te  p o l i t i c a l  o rg a n isa tio n s  people 
can do a  l o t  to  keep th e  c o s t o f l iv in g  from going h ig h e r .
There i s  very l i t t l e  peop le  can do to  keep th e  cost o f l iv in g  from going 
h ig h er.
I t  i s  p o ss ib le  fo r  me to  behave in  a  manner very d i f f e r e n t  from the  way 
I  would want to  behave.
I t  would be very d i f f i c u l t  f o r  me to  n o t have m astery over th e  way I  
behave.
In  t h i s  world I  am a f f e c te d  by s o c ia l  fo rc e s  which I  n e i th e r  oon tro l no r 
understand .
I t  i s  easy fo r  me to  avoid and fu n c tio n  independently  o f any so c ia l 
fo rc e s  th a t  may a ttem p t to  have c o n tro l over me.
I t  h u r ts  more to  lo s e  money than  to  lo s e  a  f r ie n d .
The people  a re  th e  most im portan t th in g  in  t h i s  world o f o u rs .
TThat people get ou t o f l i f e  i s  always a  fu n c tio n  of how much e f fo r t  they 
pu t in to  i t .
Q uite o ften  one f in d s  th a t  what happens tc  people has no r e la t io n  to  
what they do, what happens j u s t  happens.
G enerally  speaking, ny behaviour i s  n o t governed by o th e r s .
My behaviour i s  f re q u e n tly  determ ined by o th e r  in f lu e n t i a l  peop le .
People can and should do what th ey  want to  do both now and in  th e  fu tu re .  
There i s  no p c in t in  people p lann ing  th e i r  l iv e s  too  f a r  in  advance 
because o th e r groups o f  people  in  our so c ie ty  w i l l  in v a r ia b ly  upset 
t h e i r  p la n s .
Happiness i s  having your own bouse and c a r .
Happiness to  most peop le  i s  having th e i r  own c lo se  f r ie n d s .
There i s  no such th in g  as lu ck , what happens to  me i s  a  r e s u l t  o f my 
own behaviour.
Sometimes I  do n o t u nders tand  how I  con have such poor lu ck .
More emphasis s ho Told be p laced  on te a c h in g  th e  p r in c ip le s  o f C h r is t ia n ity  
in  p u b lic  school.
C h r is tia n ity  should n o t be inc luded  in  a  school curriculum ; i t  can be 
tau g h t in  church.
Many of th e  unhappy th in g s  in  p e o p le 's  l i v e s  axe a t  l e a s t  p a r t ly  due to  
bad lu ck .
P e o p le 's  m isfortunes r e s u l t  from th e  m is tak es  they make.
3
38 . (a)
(B)
39. (A) 
(»)
40. (A) 
(»)
41. (A)
(B)
42. (A)
(b)
43. U j
44. (A) 
(B)
45. (A) 
(B)
S e lf  re g u la tio n  o f o n e 's  behaviour i s  always p o s s ib le .
I  f re q u e n tly  f in d  th a t  when c e r ta in  th in g s  happen to  me I  cannot r e s t r a in  
my re a c t io n .
The average man can have an in f lu e n c e  in  government d e c is io n s .
The world i s  run  by a  few people in  power and th e re  i s  n o t much th e  l i t t l e  
guy can do about i t .
when I  make up my mind, I  can always r e s i s t  tem p ta tion  and keep co n tro l 
of ay behaviour.
Even i f  I  t r y  n o t to  subm it, I  o fte n  f in d  I  cannot c o n tro l  m yself from 
some o f th e  enticem ents in  l i f e  such as o v e rea tin g  o r  d r in k in g .
My g e t t in g  a  good Job o r  prom otion in  th e  fu tu re  w i l l  depend a  l o t  on my 
g e tt in g  th e  r ig h t  tu rn  o f  f a t e .
When I  g o t a  good Job, i t  i s  always a  d i r e c t  r e s u l t  o f  my own a b i l i t y  and / 
o r  m o tiv a tio n .
S uccessfu l people a re  m ostly  honest and good.
One should n o t always a s s o c ia te  achievement w ith  i n t e g r i t y  and honour.
Most peop le  do n o t vmderstand why p o l i t i c i a n s  behave th e  way th ey  do.
I n  th e  long run peop le  a re  re sp o n s ib le  fo r  bad government on a  n a tio n a l 
as w ell a s  on a  lo c a l  l e v e l .
I  o fte n  r e a l iz e  th a t  d e s p i te  my b e s t e f f o r t s  some outcomes seem to  happen 
a s  i f  f a t e  planned i t  t h a t  way.
The m isfo rtu n es and su ccesses  I  have had were th e  d i r e c t  r e s u l t  of my 
own behav iour.
Most people  a re  kind and good.
People w i l l  n o t he lp  o th e r s  u n le ss  c ircum stances fc ro e  them to .
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APPEMDII 11
Development of the Depression Locus of Control Scale: 
The structured interview format.
INTERVIEW QUESTIONS
Ask the following questions in the order indicated. Use a tape-recorder to record replies. 
Inform the patient that the tape will be wiped following analysis. Do not attempt to elicit 
answers if the patient is unwilling to answer. If she does not imderstand the question, you 
may re-phrase it.
1. How have you been feeling recently?
2. Can you tell me what je>u think was wrong with you at that time?
3. How long have you been like this?
4. What do you think is the main cause of your problems?
5. What makes you think that?
6. Apart from ... (the patient's response to 4 above)... do you think that anything else 
might have caused your problems?
7. Some people think that they can control the way they fed; what do you think 
of that?
8. Have you had any upsets in your life recently?
9. What influence do they have upon how you feel?
10. Can you explain why you think that? (for either a YES or NO)
11. Do you ever feel really angry?
12. What about feelings of sadness?
13. Do you ever feel tense or anxious? (Is that in your head or body?)
14. Do you have other kinds of emotional problems?
15. Do you ever feel physically unwell -  like can't sleep, or no appetite or aches and 
pains?
16. Do you ever feel you can’t be bothered doing things?
17. Do you think a lot about your problems?
18. (If YES) Give me an example. *
19. How do you think you get on with other people?
20. Is there anything else you would like to tell me about yourself?
Thank you very much for your time, you have been very helpful.
APPEWDII 12
The Consent Form
NURSING RESEARCH PROJECT
On this ward, we are carrying out a study of the work of the psychiatric nurse in caring 
for patients with various kinds o f depressive illness. The aim of the study is  to  try to  
improve the skills of psychiatric nurses and, hopefully, to improve the quality of care 
they give to  depressed patients. We should like to  ask you to  help us by taking part in 
this Project.
If you agree to help us, you will be  asked to  fill in som e questionnaires. Apart from this, 
there will be no other 'extras' involved. The nursing sta ff will m eet with you regularly  
to  check upon your progress and to  o ffer  you various kinds of advice and assistance. H owever, 
this is  routine practice on the ward.
If you agree to  help us with this study, p lease  sign the slip below for our records.
Thank you very much.
I have had the nursing research project explained to  m e and have read the above notes. 
I agree to  take part in the P roject. I am aware that I may withdraw from this Project 
at any stage.
Signed
Name
Date
Witness
APPEMDII 13
Letter to the ward Consultant Psychiatrist
TAYSIDE HEALTH BOARD
TAYSIDE AREA CLINICAL PSYCHOLOGY DEPARTMENT
1. Royal Dundee Liff Hospital, 
Dundee. DD2 5NF
2. Stnthmartine Hosrital, 
Dundee. DD3 OPG
3. Murray Royal Hospital, 
Perth. PH2 7BH
4. SuanySdc Royal Hoipitxl 
HUade. Montroee.
DD10 9JP
3. Department of Child Psychiatry, 
Royal Infirmary,
Dundee. DD1 9ND
Your Ref.:
Our Ref.:
Enquiries to: f. Please reply to Address No.: ! Date:
Yursing Research Project
Dear Dr Baylor
this is to infora you that the patient noted below has 
been selected for inclusion in the ¥.20 Horsing Research Project.
I hare recorded this in her nursing notes (RAPE) and will arrange to 
transfer scores on rating scales etc to our research files.
Routine Yursing Care (RYC) 
Modified Cog. Therapy (MCT) 
Self Evaluation (s e )
APPEMDII 14
The Beck Depression Inventory (BDI).
THE BECK DEPRESSION INVENTORY (BDI)
On th is  questionnaire are groups of statements. Please read each group 
of statements carefu lly . Then pick out the one statement in each group which 
best describes the way you have been fee lin g  the PAST WEEK, INCLUDING TODAY! 
Circle the number beside the statement you picked. I f  aever«l f n
the group seem to apply equally w e ll, c irc le  each one. Be sure to read a ll  
the statements in each group before making your choice.
Case Number: Name __________________
_________  5 Date
1 2 3 4 5 6 ----------------------------- --------------------
7 ( ) A.
0 I do not fe e l sad.
1 I fe e l sad.
2 I am sad a l l  the time and I can't snap out o f i t .
3 1 am so sad or unhappy that I can't stand i t .
8 ( ) B.
0 I am not p articu larly  discouraged about the future.
1 I f« e l discouraged about the future.
2 1 fe e l 1 have nothing to look forward to .
3 I fe e l that the future i s  hopeless and that things 
cannot improve.
9 ( ) C.
0 I do not feel like a failure.
1 I feel I have failed more than the average person.
2 As I look back on my  life, all I can see is a lot of 
failures.
3 I feel I am a complete failure as a person.
10 ( ) D.
0 I get as much satisfaction out of things as I used to.
1 I don't enjoy things the way I used to.
2 I don't get real satisfaction out of anything anymore.
3 I am dissatisfied or bored with everything.
11 ( ) E.
0 I don't feel particularly guilty.
1 I feel guilty a good part of the time.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
12 ( ) F.
0 I don't fe e l I am being punished.
1 I fee l I may be punished.
2 I expect to be punished.
3 I fe e l I am being punished.
13 ( ) G.
0 1 d on’t feel disappointed In myself
1 I an disappointed in myself.
* 2 1 am disgusted with myself.
14 ( )
3 1 hate myself.
H.
0 1 don't feel 1 am any worse than anybody else.
1 1 am critical of myself for my  weaknesses or mistakes.
2 I blame myself all the time for my faults.
3 I blame myself for everything bad that happens.
15 ( )
0 I don't have any thoughts of killing myself.
1 I have thoughts of killing myself, but 1 would not carry 
them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
16 ( ) J.
0 I don't cry anymore than usual.
1 1 cry more now than I used to.
2 1 cry all the time now.
3 I used to be able to cry, but now I can't cry even though 
I want to.
17 ( ) K.
0 I am no more irritated now than 1 ever am.
1 I get annoyed or irritated more easily than 1 used to.
2 I feel irritated all the time now.
3 I don't get irritated at all by the things that used to 
irritate me.
18 ( ) L.
0 I have not lost interest in other people.
1 I am less interested in other people than I used to be.
2 I have lost most of my interest in other people.
3 I have lost all of my interest in other people.
19 ( ) M.
0 I make decisions about as well as I ever could.
1 I put off making decisions more than 1 used to.
2 I have greater difficulty in making decisions than before.
3 I can't make decisions at all anymore.
20 ( ) N.
0 I don't feel I look any worse than I used to.
1 I am worried that 1 am looking old or unattractive.
2 i feel that there are permanent changes in m y  appearance that 
■«V p me  look unattractive.
3 I believe that I look ugly.
z.
166
21 ( ) 0.
0 I can work about as w ell as before.
1 I t  takes an extra effort to get started at doing something. 
> I have to push myself very hard to do anything.
3 I can't do any work at a l l .
22 ( ) P.
0 I can sleep as w ell as usual.
1 I don't sleep  as w ell as I ustvl to .
2 I wake up 1-2 hours ea r lier  than usual and find i t  hard to 
get back to sleep .
3 I wake up several hours ea r lier  than I used to and cannot 
get back to sleep .
23 ( ) Q.
0 I don't get more tired  than usual.
1 1 get tired more ea s ily  than I used to .
2 1 8*t tired from doing almost anything.
3 I am too tired  to do anything.
24 ( ) R.
0 My appetite i s  no worse than usual.
1 Ify appetite ia  not as good as i t  used to be.
2 My appetite i s  much worse now.
3 I have no appetite at a l l  anymore.
25 ( ) S.
0 I haven't lo s t  much weight, i f  any, la te ly .
1 I have lo s t  more than 5 pounds.
2 I have lo s t  more than 10 pounds.
3 I have lo s t  more than 15 pounds.
I am purposely trying to lo s t  weight by eating le s s .  Yes___No
26 ( ) T.
0 I am no more worried about my health than usual.
1 I am worried about physical problems such as aches and pains; 
or upset stomach; or constipation.
2 I am very worried about physical problems and i t ' s  hard to 
think of much e lse .
3 I am so worried about my physical problems, that I cannot 
think about anything e ls e .
27 ( ) D.
0 I have not noticed any recent change in  my in terest in  sex.
1 I am le s s  in terested  in  sex than I used to be.
2 I am much le s s  Interested in  sex now.
3 I have lo s t  In terest in  sex completely.
Copyrighted by Aaron T. Beck; reproduced with permission by the Health Resources 
Administration.
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APPEMDII 15
The Automatic Thoughts Questionnaire (ATQ30).
ATi30
Name: Date:
L is te d  below a re  a v a rie ty  o f thoughts th a t  pop In to  p e o p le 's  heads. P lease read  
each thought and in d ica te  how fre q u e n tly , i f  a t  a l l ,  th e  thought occurred  to  you
column on th e  answer sh ee t.
1. I f e e l  l ik e  I'm up ag a in s t th e  world
2 . I'm  no good
3. Why c a n 't  I ever succeed?
4 . No one understands me
5. I 'v e  l e t  people down
6 . I don’t  th ink  I can go on
7. I w ish I were a b e tte r  person
8 . I 'm  so weak
9 . My l i f e ' s  not going th e  way I want i t  to
10. I'm  so d isappointed  in  m yself
11. N othing fe e ls  good any more
1 2 . I c a n 't  stand th is  any more
13. I  c a n ’t  get s ta r te d
14. W hat's  wrong w ith me?
15. I w ish I were somewhere e ls e
16. I c a n ’t  get th ings to g e th e r
17. I h a te  myself 
13. I 'm  w orth less
19. Wish I could Ju s t d isappear
20. W hat's th e  m atter w ith me
21. I'm  a lo se r
22. My l i f e  i s  a mess
23 . I ’m a f a i lu r e
24. I ' l l  never make I t
25 . 1 f e e l  so h e lp le ss
26. Something has to  change
27. There must be something wrong w ith  me 
23. My fu tu re  i s  bleak
29. I t ' s  Ju s t not worth i t
30. I c a n 't  f in is h  anything
&
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The Dysfunctional Attitudes Scale (DAS).
DAS
This Inventory  l i s t s  d if fe re n t a t t i t u d e s  or b e l ie f s  which people sometimes ho ld . 
Read EACH statem ent c a re fu lly  and decide how much you agree o r d isag ree  with the 
sta tem en t.
For each of the a t t i tu d e s ,  show your answer by p lac in g  a  checkmark (V) under the  
column th a t  BEST DESCRIBES HOW YOU THINK. Be su re  to  choose only one answer fo r 
each a t t i t u d e .  Because people a re  d i f f e r e n t ,  th e re  i s  no r ig h t  answer or wrong 
answer to  th ese  s ta tem en ts .
To decide whether a given a t t i tu d e  i s  ty p ic a l  o f your way o f looking  a t  th in g s , 
simply keep in  mind what you a re  l ik e  MOST OF THE TIME.
EXAMPLE
a t t i tu d e s
Agree
S trongly
Agree
S lig h tly N eu tra l
D isagree
S lig h tly
D isagree
Very
Much
1. Most people are  O.K. once 
you g e t to  know them
y
__________ I
Look a t  th e  example above. To show how much a  sen tence  d e sc r ib e s  your a t t i t u d e ,  you 
can check any po in t from "agree s tro n g ly "  to  "d isag ree  very  much". In  the above 
example, th e  ' t i c k '  a t "agree s l ig h t ly "  in d ic a te s  th a t  t h i s  sta tem en t i s  somewhat 
ty p ic a l  o f th e  a t t i tu d e s  held  by th e  person com pleting th e  In ven to ry .
Remember th a t  your answer should d e sc rib e  th e  way you th in k  MOST OF THA TIME.
NOW TURN THE PAGE AND BEGIN
«gree
S trongly
Agree
S lig h tly N eu tra l
D isagree
S lig h t ly
D isagree
Very
Much
—
1 . C ritic ism  w ill  obviously 
upset the person who 
received  the c r i t ic is m .
2 . I t  i s  b e s t to  g ive up my 
own in t e r e s t s  in  o rder 
to  p lease  o th e r peop le .
3. I  need o th e r  p eo p le ’s 
approval in  o rd e r to  be 
happy.
k. I f  someone im portan t to  me 
expects me to  do som ething, 
then I  r e a l ly  should do i t .
5 . My value  as a person depends 
g re a t ly  on what o th e rs  
th in k  of me.
6 . I  cannot find  happiness 
w ithout being loved by 
another person .
7 . I f  o th e rs  d is l ik e  you you 
a re  bound to  be le s s  happy.
8 . I f  people whom I  c a re  
about r e j e c t  me, i t  
means th e re  i s  som ething 
wrong w ith me.
9. I f  a person I  love does 
not love me, i t  means I  
am unlovab le .
10 . Being is o la te d  from 
o th e rs  i s  bound to  lead  
to  unhappiness.
:
1 1 . I f  I  am to  be a  worth 
w hile person , I  must be 
tru ly  o u ts tand ing  in  a t 
le a s t  one major r e s p e c t.
2.
— rAgree
S trong ly
ttgree
S l i f h t ly N eutral
-----------T:
'I sa g re e  IN 
i l i e h t ly
)isagree
fery
iuch
1 2 . I  must be a u se fu l, produc 
t iv e  c re a tiv e  person or 
l i f e  has no purpose
1
------------------------ ---------- ----------------------
13. People who have good ideas 
a re  more worthy than those 
who do n o t.
1
I f  I  do not do as w ell as 
o th e r  peop le , i t  means I 
am in f e r io r .
1 5 .  I f  I  f a i l  a t  my work then 
I  am a f a i lu r e  as a person
i f  you cannot do something 
w e ll, th e re  i s  l i t t l e  
p o in t in  doing i t  a t  a l l
1 7 . I t  i s  shameful fo r a 
person to  d isp lay  h is  
weaknesses
1 8 .  A person should t ry  to  be 
th e  b e s t a t  every th ing  he 
undertakes
1 9 # I  should be upset i f  I  
make a m istake
20 .  I f  I  don’t  s e t  the h ig h es t 
s tan d ard s fo r  m yself, I  am 
l i k e ly  to  end up a second- 
r a te  person
2 1 .  I f  I  s tro n g ly  b e lieve  I  
deserve som ething, I  have 
reason  to  expect th a t  I  
should g e t i t
22. I t  i s  necessary  to  become 
f r u s t r a te d  i f  you fin d  
o b s ta c le s  to  g e tt in g  what 
you want
,
11k
-------------------—------------- — -------------
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-/igree
S trongly
Agree
S lig h tly N eutral
D isagree
S lig h tly
j  Disagree 
[ Very 
Much
2J .  I f  I  put o th e r p e o p le 's
needs before my own, they 
should help  me when I  
need something from them.
1
2**. I f  I  am a good husband (o r 
w ife ) , then  my spou6e i s  
bound to  love me.
25. I f  I  do n ice  th in g s  fo r 
someone, I  can a n t ic ip a te  
th a t  they w il l  re sp e c t me 
and t r e a t  me ju s t  as w ell 
as I  t r e a t  them.
26 .  I  should assume resp o n sib ­
i l i t y  fo r  now people f e e l  
and behave i f  they are  
c lo se  to  me.
27. I f  I  c r i t i c i z e  the way
someone does something and 
they become angry or 
depressed , th i s  means I  have 
upse t them.
28 .  To be a good, w orthw hile, 
Moral person, I  must t r y  to  
h e lp  everyone who needs i t .
29. I f  a c h ild  i s  having emotion­
a l  or behav ioura l d i f f i c u l t ­
ie s ,  th i s  shows th a t  the 
c h i ld 's  parent® have fa i le d  
in  some im portan t re s p e c t.
30 .  I  should b® ab le  to  p lease  
everybody.
31. I  canno t expect to  c o n tro l 
how I  f e e l  when something 
bad happens
32. Ifeere 1 b no p o in t in  try in g  
fco change u p se ttin g  emotions 
because th ey  are  a  v a lid  and 
in e v i ta b le  p a r t  o f d a ily  
l iv in g .
Agree
S trongly
Agree
S lig h tly N eutral
C T
S lig h tly
D isagree
Very
Much
33» My moods are  p rim a rily  
c rea ted  by fa c to rs  th a t  
are la rg e ly  beyond my 
c o n tro l, such as the  p a s t , 
• body chem istry , or hormone 
cy c le s , or biorhythm s, or 
change or f a te . i
3^. My happiness i s  la rg e ly  
dependent on what happens 
to  me.
35« People who have the  marks 
of success (good looks, 
so c ia l  s t a tu s ,  w ealth , or 
fame) are bound to  be 
happ ier than those who do 
n o t.
----------------- 4
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The Patient Satisfaction Scale (PSS).
lame D ate
I n s t r u c t io n s
You were i n  Ward 20, L i f f  H o sp ita l r e c e n t ly .  We shou ld  l ik e  you to  t e l l  us 
how you f e l t  about your s tay  in  h o s p i ta l .  Ve would l i k e  you to  g ive us your 
h o n es t op in io n  about th e  oare and t r e a ta e n t  you re c e iv e d . To s i a p i i f y  n a t t e r s  
we have drawn up a l i s t  o f q u e s tio n s , a long w ith  some s h o r t answ ers. We want 
you to  g iv e  us your op in ion  by c i r c l in g  th e  X above th e  answer which most 
c lo s e ly  re p re s e n ts  how you f e e l .  Here i s  an example:
1 . How much in fo rm atio n  were you g iven about your adm ission to  th e  ward?
X X X (7 ) K
None a l i t t l e Some
V__
a  l o t I  was f u l ly  
informed
We have a lso  l e f t  a space f o r  you to  make any comment about your answ er, should 
you w ish to  uo so .
P le a se  tak e  as long as you l ik e  to  complete th e  q u e s t io n n a ire . However, t r y  
no t to  spend too long th in k in g  about your answ er. P u t down e x a c tly  how you f e e l  
about th e  q u es tio n  as you a re  read ing  i t .
Thank you very  much f o r  your h e lp .
1 .  How much in fo rm a tio n  were you g iv en  aDout y o u r  a d m iss io n  to  th e  ward?
X___________X
Nona a  l i t t l e
Comments
________ x
Some a  l o t  I  was f u l l y
inform ed
2. Were you in troduced  to  a l l  th e  nu rses on th e  ward ?
X___________ X____________X__________ ________________x _
None o f  them ome o r  a  few most o f  a l l  o f  th e
two them nu rses
Comments
3 . How d id  you fow l about th e  n u rses  when you f i r s t  c—e in  7
X__________ X
d i f f i o u l t  I  f e l t  
to  approach u n c e rta in
X 1 X
a l i t t l e  q u ite
unsure o f  th en  approachable
wery
approachable
Co—e n ts
4 « Were you shown around th e  ward 7
X X X X X
n o t a t
a l l
a l i t t l e so— q u ite  a  b i t shown a l l  
o f  i t
Co—en ts
Was your t r e a t —n t explained to  you 7
X X X X X
n o t a t  a l l a  l i t t l e to  so— 
e x te n t
q u ite  a  b i t wery f u l ly
Co—en ts
o* how w ill in g were ^ne nurses to  speaa ^o you
1 X X . X X
wery
linwi 'll -i ng
a l i t t l e  
h e s i ta n t
h e s i ta n t q u ite  w il l in g wery w ill in g
Co—en ts
7 * Did th e  n u rses  ex p la in  th in g s  to  you as they  went a long 7
x__________________ I __________________X,________________ X_______________  X
newer wary r a r e ly  so—tin e s  u s u a l ly  always
Co—e n ts
6 . How mich time did  th e  nu rses spend ta lk in g  to  you 7
Z___
wary
l i t t l e
_X____
a l i t t l e
__X
so ae q u ite  a l o t  a  lo t  o f
t i a e
__ X ______________ *-
r.naiMBtg
9 , How d id  you f e e l  when you were w ith  th e  n u rse s  7
1___
ten se
X X X
a l i t t l e  
tense
so a e tin e s  te n s e / 
so a e t ia e s  re lax ed
q u ite
re la x e d
X
very
re laxed
Comments
*1 0* How easy  was i t  to  oonfide in  th e  n u rses 7
_I_
very 
easy
▼ery
d i f f i c u l t
a l i t t l e  
d i f f i c u l t
s o a e t ia e s  easy / 
a o a e t ia e s  d i f f i c u l t
q u ite
easy
Coamenta
1 1 « How aucn understanding d id  toe  nu rses nave ol your ^.^.Iness -
&__________ ?---
None * l i t t l e
X X X
so ae q u ite  a l o t  very
knowledge ab le
C oaaents
12 . How d id  th e  nu rses respond to  your p rob le a s  7
X________________*______
p aid  no paid  soae
a t t e n t io n  a tte n tio n
X' - '~7-------
p a id  a l i t t l e  
a t t e n t io n
X X------- —r
p a id  q u ite  a  always took
l o t  o f  a t t e n t io n  an in t e r e s t
Coament3
13. How d id  th e  n u rses d e a l w ith your problem s 7
A X X
always
ignored tb e a
sometimes 
ignored  them
a f t e r  a 
w hile
q u ite  q u ick ly
-------------
always
prom ptly
Comments
14- How much p riv acy  d id  you have 7
I X X X
none a t
a l l
a l i t t l e some q u ite  a l o t enough
Comments
15. How much in fo rm atio n  d id you g e t about your d ischarge  home ?
X X X X x
none a t  a
a l l
a l i t t l e soma q u ite  a l o t enough
Comments
1 o. What d id you th in *  ox‘ th e n u rs ing  care you received  o v e ra l l  7
X ■*v X x
poor q u ite  good good very  good e x c e l le n t
Comments
17* How o f te n  d id  you see ta lk  to  a d o c to r  on th e  ward 7
X X X X X
very  r a r e ly ra r e ly q u ite  o f te n  o f te n fre q u e n tly
-5-
1d . How d id  you find  th e  question*  the  d o c to r  waked 7
2----------------- X X * X
d i f f i c u l t  a l i t t l e  
to  understand d i f f i c u l t
sometimes c le a r /  
sometimes d i f f i c u l t
q u ite  c le a r ▼ery easy  to  
unders tand
Comments
19» How easy d id  you f i n i i t  to  asx th e  d o c to r  a q u estio n  7
X X X X X
v ery
d i f f i c u l t
q u ite
d i f f i c u l t
sometimes easy / 
sometimes d i f f i c u l t
q u ite  easy ▼ery easy
Comments
20 .  *hat d id you th in k  o f th e  d o c to r 's  answers to your questions ?
X X X X X
▼ery
u n s a t is f ie d
u n s a t is f ie d sometimes happy/ q u ite  happy 
sometimes u n s a t is f ie d
▼ery happy
Comments
21. How d id you feea. when ta lk in g  to  th e  a o c to r  *
X X X X
te n se  a. l i t t l e  sometimes t e n s ^  q u ite  rexaxed 
ten se  sometimes re lax ed
▼ery re lax ed
Comments
2 2 m  How h e lp fu l were th e  drugs you rece iv ed  7
X X X X
n o t a t
a l l
Comments
a l i t t l e  
h e lp fu l
sometimes h e lp fu V  q u ite  h e lp fu l 
sometimes n o t
▼ary h e lp fu l
-6-
23, Did you g e t the  k ind  o f  tre a tm en t you expected 7 
X X  ^
no t a t
a l l
Comments
to  some 
e x te n t
d i d n 't  know la rg e ly
what to  expect what I  expected
24. Did you g e t the k ind  o f  tre a tm en t and help you wanted 7
e x a c tly  what 
I  expected
Not a t
a l l
Comments
to  sons I  was unsure la r g e ly
e x te n t about what I  wanted what I  wanted
25* How auch contact did your v is ito r s  have with the s ta f f  7 
L____________ , X l  v
not n e a rly  a  l i t t l e  
enough
Comments
q u ite  a  l o t
J u s t what 
I  wanted
p le n ty  o f  
c o n ta c t
26. How much o p p o rtu n ity  d id  your fam ily have *„o a iscu o i  your ix ln e a s  w itn stai':
a  l i t t l e q u ite  a l o t l o t s  o f  
o p p o rtu n ity
Comments
27. How much in fo rm atio n  were your fam ily  g iven about your tre a tm e n t 7
a l i t t l e q u ite  a l o t
Comments
p le n ty  o f  
in fo rm atio n
2 8 .  How such in fo rm ation  d id  your fam ily  re c e iv e  about your d isch a rg e  ?
l ___________ - * * * __________ X X X
none m l i t t l e some quite a lo t plenty of 
information
Comments
29. How did your family fe e l  about the s ta f f  ?
X X X X X
▼ery
unhelpful
unhelpful sometimes helpfu]/ helpful 
sometimes not
very helpful
Comments
30. Overall, how happy were your family with the treatment you received ?
X X X X, X
very unhappy quite
unhappy
uncertain quite happy very happy
Comments
31. How much spare time did you have on the ward ?
X X I  X £
far too
l i t t l e
too
l i t t l e
about enougn too aucn far too 
mucn
Comments
32. How easy was i t  for you to keep yourself occupied on the ward ?
X X X X
very
d if f ic u lt
d iff ic u lt sometimes easy/ easy 
sometimes d if f ic u lt
very easy
Comments
-8-
33» How free did you f e e l  to do what you wanted on the waul ?
2-------- JL_________  X__________I _______ x_
not at to eone aoaetimes quite a lo t  very free
a l l  extent
Conaents
34. Do you fe e l  that you were treated as an individual on the ward ?
X_________ I______________ X___________ I_______________ I
not at to some sonatinas quite a lo t  always
a l l  extent
Coanents
3p. Did you ever fe e l lik e  packing up and going hone ?
I_________ X______________ X____________x______________ x_
never hardly ever aonetiaes quite a lo t  many tin es
Consents
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Vignettes of three subjects, one from 
each of the experimental Groups.
RUC Subject 5. 'Mary' was 42 years of age when admitted to the 
study. She has two previous admissions, one two years previously, 
the other 16 years earlier, when she was diagnosed as suffering from 
an ’affective psychosis’ on both occasions. Both periods in hospital 
lasted approximately two months, where she was treated with 
antidepressant medication and supportive psychotherapy. She had been 
married for 12 years, but her husband was living and working in 
South Africa and had not contacted her for several months. She had 
two children aged seven and six years and described herself as a 
housewife, who was ’comfortably off’ finacially. She attributed her 
admission to a delayed bereavement reaction, following the death of
her father.
SE Subject 5. 'Jean* was 35 years old and bad five previous 
admission for an affective illness, prior to her admission to the 
study. Her first two admissions were in 1978 and 1979, when she was 
diagnosed as ’manic depressive psychosis: depressed*. Admissions 
three and four were both in 1980, when she was diagnosed as ’mixed 
affective type’. Her most recent admission, was in 1984, less than 
one year before admission to the study, when she was diagnosed as 
’manic depressive psychosis: depressed’. Her previous lengths of 
stay in hospital ranged from seven to 12 weeks, during which time 
she was treated with Lithium Carbonate and various antidepressants. 
Prior to her first admission, she was seen as an out-patient for a 
'puerperal psychosis’, following the birth of a handicapped child. 
She was married with two children aged 15 and 10 years. She had 
worked as a cleaner, but was now unemployed. She expressed no 
financial worries but complained that her husband was not very 
supportive. She lost a son in 1974 and gave birth to the handicapped 
son (now aged ten) one year later.
MCT Subject 2. 'Sarah1 was 34 years of age and had five previous 
admissions to hospital, prior to entering the study. These 
admissions were in 1982 and 1983, with two occurring in 1984, the 
year before she entered the study. On the first three admissions she 
was diagnosed as suffering from a 'paranoid psychosis’, but on the 
most recent admission was diagnosed as 'manic depressive psychosis’. 
The lengths of stay ranged from six to 19 weeks, the longest being 
the second admission. Drug treatment with major tranquillisers and 
antidepressants was used on all four admissions, with ECT given 
the second and third admissions. She divorced her first husband and 
had two children, aged 12 and 13, from this marriage. She remarried 
two years prior to her last admission. Her husband is in the armed 
forces and both children are at boarding school. She described 
herself as a housewife. 'Living abroad’ and her 'cruel first husband’ 
were identified as precipitating factors for previous admissions. On 
the most recent admissions she described anxiety concerning her 
sister’s failing marriage and most recently an 'unreasonable fear’ 
which she could 'not disclose to anyone’
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The patient's manual, 'Understanding your feelings... 
and solving your problems.'
understanding 
your feelings
and..........
solving your 
problems
PHIL BARKER 1983
WHAT IS THIS BOOKLET ALL ABOUT?
This booklet was written to help people who are depressed.
At first you may feel that nothing can be done to help you. 
Perhaps, you want to change things but feel that you do not 
have the energy, or do not know how to.
In the following pages we shall try to explain whet is happening 
to you. We shall try to explain depression. We hope that this 
will help you understand yourself better. This may be helpful 
when you try to solve your problems.
In the first section, we give you our view of depression. What 
causes depression? What can be done to overcome it? By the 
time you read this, we will have begun to work this together - 
to try to solve some of your problems.
z
OVERCOMING YOUR DEPRESSION
1”! ° ^ our.!1re8tment will involve 'cognitive therapy'. This is a kind of psychological 
p lS crite  for yoru.CeiVC ° ng ^  medical hClp ° ike drugs) whictl^ e  doctors
Cognitive therapy is a well established treatment. However, we only offer it to some
r r ^ l ^ WilI: Cnem T ° Sl* ThC thCrapy WiU be carried oux by nurses on the
. t ' j They *  U also Vls)l you at home to help keep up your progress. These notes exDlain 
what depression is, and how cognitive therapy can help you to overcome it. P
What is depression?
The most obvious sign of depression are changes in your moods. You feel different to 
normal. You cry when there is nothing to cry about. You feel sadand^a^ne in the world 
You lose interest in yourself and in what is going on around you. You do not feel like
f Z 7 " T hi^  Y .°U blame yOUrSelf for trivial f8ults or shortcomings You may even
I y ab° Utt thin^ wh,ch happened a long time ago. Sometimes these feelfngs of 
0 ’ emptiness change dramatically into a false sense of happiness. You g it  very
you feel. f  Cnergy f“n* ThiS may 0nly ** a maSk for the *®nse of s a d n L  which 
How does depression come about?
These kinds of feelings are brought about mainly by the way that you think -  about vourself 
S ’L  U' Urv  Y ° U beC° " "  depressed because of the way you t a t e ^ u E  ’
" h’ch hnPPen t0 yoU* You may take trivial things too seriously. You ma\Tunderestimete 
aren'Tyour°fauh. C° P,ng thingS g°  Wr° nB* YoU may blame yourself toT ihinZs which
viuhtW n iy°ThSee y0Ur as your main problem, the real problem is the way that
you tlunk The way you tend to criticise yourself. They way you try to take resDonsibilitv
M h T f S e 6 Wh,Ch happens to you- How Pess^ is t ic  you are about things eve^changing*
Because your 'thinking' is so important, it is worthwhile trying to change the way you 
think. If you can change the way that you think, this may chfnge how you feel
Is that all there is to depression?
Thinking plays a large part in making you depressed. Other things are involved too. Things 
C t gt°JJ£!lg Wlth your body- This can make you feel depressed. Some people believe 
not depressedi*M because something goes wrong inside them. This may
- , / ar “  you are concerned. It may be that physical (or bodily) problems and 
psychological (or thinking) problems have together produced your depression.
likCly 1° ^ Come dePressed than others. This has something to 
^  K bodies work. But this is just like saying that some people are more
k®ly become ° verwf lght or tense or frightenened of flying. These also have something 
d°!L tfhy°Ur Phys,cal make-up. But people can learn to overcome their problems. %
h « rrt« ^ lhef 881116 Way’ f !  can learn t0 con<3uer your depression. It will take a lot of 
hard work: from you and the nurses working with you. But it can be done.
What will be involved?
Cognitive therapy involves you working with the nurses to solve your problems. You will 
find out what kind of life-problems you have. Then you will learn how to solve them. This 
will ease your distress. It will help reduce your feelings of depression. The therapy that 
follows, usually poes this wav;
Fjrst, you learn how to become more active. Depressed people often become inactive:- 
they feel that they have no energy, or things no longer give them any satisfaction. The 
first thing you will learn is how to become more active.
The next step helps you to get more pleasure and satisfaction out of life. Deoressinn nft*n 
takes this away. You are going to learn how to get it back.
Then you can start looking at the way you think about yourself, your life  and the future 
You will learn how to spot your 'thinking errors'. You will learn how ^ n g in g  the“wav * 
you think, changes the way you feel.
Once you know what kind of thinking errors you are making, you need to practise changing 
the way you think, every day. You learn to question things you have been ’saying to yourself 
over the years. You learn how to think more positively, about yourself and life in general.
Finally, you will learn how to use this new knowledge to deal better with your life You 
will learn how to ’nip problems in the bud’. You will learn how to avoid making the mistakes 
which might bring on another bout of depression. --------
A word about homework
The therapy is a bit like a course at school or college. In cognitive therapy however, you 
learn about yourself. Just like school, you will have to do some homework. Mostly, this 
will be no more than keeping a note of how you feel from day to day. However, such notes 
are important, they show how much improvement you are making. Progress sometimes 
is slow. Every little  sign of progress is important. Later on you will be able to jot down 
your thoughts and feelings. These notes will be helpful when you are trying to change the 
way you think. 6
Some people get nervous about homework. Our first rule is -  DON’T WORRY. We aren't 
going to ask you to do any more than you can manage. If  you are unhappy about ANY aspect 
of the therapy, simply ask the nurses, and something will be worked out.
activity AND DEPRESSION
One of the most obvious signs of depression is that you become 
less active. Everything seems to be such a chore. Everything 
seems to be so difficult. Nothing seems to satisfy you. The 
simplest solution is not to bother.
In this first section, we shall look at the part activity plays in 
helping you to overcome your depression. We shall look at ways 
to get you moving again -  especially when you don't feel up to it,
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ACTIVITY: A REFRESHER COURSE
Depression is e vicious circle. It slows you down, mentally and physically. Everything 
seems such an effort. You get tired easily; you do less than you used to; then you criticise 
yourself for not doing enough. You begin to think you can't do anything at all, and that 
you'll never get over it. This makes you more depressed. It then becomes even more 
difficult to do anything. And so it goes on, getting worse and worse.
STEPPING OUT
Activity is one way to break this vicious circle. Trying to become more active is important 
for a number oT reasons:
Activity makes you feel better. Activity takes your mind off your painful feelings. 
You feel that you are taking control of your life again. You are doing something 
worthwhile. You may even find that there are things that satisfy you, once you 
try them.
Activity makes you feel less tired. Normally, you rest when you are tired, when 
you are depressed the tiredness you feel is different. It  is a sure sign that you 
need to become more active -  not less. Doing nothing will only make you feel more 
lethargic and exhausted. Activity will freshen you up: make you less tired.
Activity makes you want to do more. Depression often makes you feel like doing 
nothing at all. When you start becoming active again, the more you do, the more 
you feel like doing.
Activity helps you think better. Once you become more active, you find it easier 
to solve problems. You start to think more clearly.
Activity makes you look better. People who matter to you will be pleased to see 
you doing more.
OBSTACLES
Getting going again isn't always easy. This is usually because of 'negative thoughts’ which 
stand in your way. These negative thoughts are typical of depression. When you decide 
to try something you may find yourself thinking:
"1 won’t  enjoy it, so why bother?”
"I'll only make a mess of it, I always do.”
"It's too difficult, I'd never manage."
These negative thoughts block you from becoming active. Later on, we will help you to 
challenge these thoughts, so that you can get these obstacles out of your way. Just now, 
simply find out what you are doing, and try to do more of the same.
6
FOLLOWING YOUR PROP,BBSS
Depressed people often think that they are doing nothing. They often think that they 
are achieving nothing, and enjoying nothing. This is all part and parcel of being depressed. 
They find it difficult to organise their time properly. Often they can't even find the 
time to do the things they used to enjoy doing.
We want to start keeping a record of what you do. This will show you how you are spending 
your time. Then you can use it to plan your day so that it becomes more active and 
enjoyable.
AN EXAMPLE
Here is an example. This shows what a woman on the ward was doing over a whole week. 
She simply made a note of what she was doing each hour of the day. You need not write 
a lot: just make a note. When you discuss your record with the nurse, this will jog your 
memory. It will remind you what you were doing at any hour of the day.
Example 
Everyday Things
For the first few days of this exercise, just write down what you are doing just now.
You can see that what we are looking for are just ordinary, everyday things. Don't feel 
that you have to do anything special. This is a practise in using the record sheet.
MONDAY TUESDAY WEDNESDAY THURSDAY PUDAY SATURDAY ■ ■ SUNDAY
• -» k'c-d . Bjffe, r
111 IDor
I*-11 'TVWCs.dA -ifott *> £> O.T •X;
11-11 Z<~£-C>T O T M
1S-1 1* V - vScivViOiXT AT MJ . &
1-1 iHotfc P\M- 'TV
1-1 J>HoH-A£> CfcAD tL> !v!
1-4 * W « -. U ' &:j
l-S TtJOK- A WAUQ tit S>*rc>t- tu mt.
i-S -T2nA 'UrA C •>***Jv*<-*Y ) "T2rW.
• -1 DvCJ-r**. j>ii ae-i.11 T v/,
t - • trifcmeo TV *}«=>*>> Ci-AO P*r*bt- X?
II i>i£rPT o-j _ %v>>. ...-???: •-W.V.y.W.
9-11 ttvXvX-v-:-:
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USING YOUR RECORD
You now know how to fill in your record. Now we want to help you to use it as an aid 
to overcome your problems. Your record can become a HELP rather than a HINDRANCE.
Here are some simple rules to follow:
1. BE FLEXIBLE
Use your record as a guide, rather than a god. Things will happen to throw you off 
your stride. This may make filling in your record difficult. Someone may ask you 
to do something or go somewhere. Don't let this put you off. Just carry on filling 
in the record when next you can.
2. THINK OF OTHER ACTIVITIES
Some things you plan to do may be affected by things outside your control: like the 
weather or the washing machine breaking down. Try to have another activity readv, 
in case your plan breaks down.
3. STICK IN
If you can’t do what you had planned, DON'T try to do it later on. Just carry on 
to your next planned activity. Plan what you have missed for the next day.
If  you finish something sooner than expected, take a break till your next activity.
Have a cup of tea, smoke a cigarette or read the paper. Have a menu of such activities 
to choose from.
4. PLAN BY THE HOUR OR HALF-HOUR
Try not to be too specific with your plan. Don't be too vague either. 'Tidying-up' 
is too vague. Listing every thing you plan to dust is too specific. Find a happy medium.
5. QUANTITY NOT QUALITY
Plan to spend time (like 30 mins) on an activity. Don't plan how much you want 
to achieve in that time. What you achieve depends on a lot of outside things, like 
interruptions or things breaking down. If  you say that you must do all your washing 
and for some reason you don't, you will end up feeling bad. Instead, simply plan 
to spend some time washing.
Remember the golden rule: IF A THING'S WORTH DOING -  IT'S WORTH DOING 
BADLY.
6. STICK TO THE TASK IN HAND
Remember your aim is to stick to your plan. You are not planning to overcome all 
your problems right away. If  you work steadily at becoming more active, you will 
eventually feel better. But don’t expect to get over your bad feelings after watching 
T.V. for half-an hour. You'll only disappoint yourself.
7. LOOK AT WHAT YOU'VE DONE
At the end of each day, look at what you have done, and what you'd like to change 
tomorrow. If  you didn't stick to the plan, don't worry. Try and find out what the 
problem was, and how you might change it. Did you plan too much? Did you feel 
tired? Were you trying for too much success? You can learn from this.
8. YOU ARE ALWAYS DOING SOMETHING
Sitting in a chair is activity. So is going to bed, or staring out the window. You 
are always doing something. But remember, these activities may not give you much 
in the way of satisfaction.
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LOOKING FORWARD
Now you know how you are spending your day, the next step is to plan each day in advance.
You are going to plan for activities which will give you a sense of satisfaction or enjoyment.
There are three good reasons why you should plan ahead.
1. By planning in advance you will feel that you are taking control of your life again.
It will give you a sense of purpose.
2. The plan will prevent you from being swamped by minor decisions. It will keep you 
going even when you feel bad.
3. When you write down your plan, things will look less difficult. You will have broken 
down the day into little  bits: each of which you can mange on its own. This is better 
than trying to fill a long, shapeless, stretch of time.
Each evening, take a few minutes to plan for tomorrow. Pick a time when you know
you won't be busy, or distracted.
Simply make a note of what you plan to do tomorrow (in pencil), against each hour of
the day. If  you find it difficult to plan out the whole day, then just plan the morning.
You can then plan the afternoon at lunch-time tomorrow.
Try to get a balance between activities which would be a challenge to you -  but not too
difficult; and others which would give you some pleasure -  no matter how little.
Remember the golden rule -  DON'T TRY TO DO SOMETHING WHICH IS BEYOND YOU.
Keep your plan simple, and don't rush yourself.
BE PRACTICAL
When you are depressed you often find yourself doing the same things every day. You 
often put off doing the things you need to do, or would like to do. And so the pile seems 
to get bigger and bigger, and soon overwhelm you completely. How can you start to 
change this?
There are some things you can do to help yourself get started doing what needs to be 
done. These hints might help you.
1. Make a list of all the things you have been putting off.
2. Ask yourself which of these needs to be done first? Which is next important? Arrange 
the list in order of priority. If you can't decide, put them in aphabetical order.
The important thing is to do something.
3. Take the first task. Break it down into small steps. What do you need to do to complete 
it?
4. Go through the steps in your mind. If  you think of anything which might stop you 
doing it, write it  down. Try to work out how to get around this obstacle.
5. Write down any negative thoughts you have about doing things.
6. Take each task step-by-step. Do it exactly as you did in your mind. Deal with any 
negative thoughts you have by putting them to one side. Put them in a box -  you 
will deal with them later. Tell yourself just to stick to the task in hand.
7. Stop when you are winning. Avoid stopping when things start to go badly, as sometimes 
happens. Do just a little bit more -  then stop when you are on top. You will feel
so much better.
8. As soon as you finish, write down what you have done on your record sheet. Then 
rate the activity for Mastery and Pleasure -  as we discussed earlier.
9. Focus on what you have achieved. Avoid thinking about what you still have to do.
Keep an eye out for any negative thoughts which might make your 'success' appear 
any less than it really is. Write these negative thoughts down also.
10. NOW YOU ARE READY TO MOVE ON TO THE NEXT TASK ON YOUR LIST.
WELL DONE
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STICKING TO IT
Here are some hints to help you stick to your plan.
1. Set aside some time each evening to note what you have done that day, and what 
you plan to do tomorrow. Choose a time when you won’t be interrupted, and when 
you have time to spare.
2. I f  you find doing something difficult, tell your muscles what to do. Give yourself 
specific instructions. Saying "go on, do it" or "get on with it" is too vague. On the 
other hand, saying "Legs, walk" or "Hand, pick up a pen, now write” will get you 
started.
As soon as you have told yourself what to do -  do it. Don’t give yourself time for 
any doubts to creep in. Do what needs to be done.
3. Watch out for negative thoughts. If  you get any negative thoughts DON'T listen 
to them - write them down. Then try to answer them, and act on your answers.
(The section on THOUGHT-BLOCKS shows you how to do this.)
4. Get rid of distractions. Turning off the T.V. or going off somewhere quiet will help 
you concentrate upon what you are doing.
5. Avoid Bed. Bed is for sleeping in, not for hiding in during the day. I f  you think you 
need to relax during the day, try to plan another way of relaxing: like sitting in
a comfortable armchair reading, or listening to music.
6. Reward yourself for what you have done. When you have completed an activity 
you might, for example, plan time for a cigarette or cup of tea, by way of a small 
reward. These rewards are most important, as they help to spur you on and lift  
your spirits.
7. Arrange reminders. You can use a kitchen timer to plan the start and finish of activities. 
Put up signs to remind you what you are supposed to be doing. Tell your family
or friends what you have planned for a certain time. They can remind you if you 
get distracted.
8. Give yourself encouragement. Always start the day with something which will give 
you a good sense of achievement, and which you have a good chance of completing.
9. Try to balance your day. Aim for a balance between mastery and pleasure activities.
10. Stick to thirds which you have found rewarding or fulfilling in the past. I f  you enjoyed 
things once before, there is a good chance that, once you get going, you will enjoy 
them once again.
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HOW DOES THAT MAKE YOU FEEL?
You have been noting what you are doing from day to day. The next step is to record 
how these activities make you feeL
From now on we want you to record how you feel about wh8t you are doing. We want 
to find out how much aatisfaction or enjoyment these activities give you.
Activity can give you two kinds of positive feelings.
You can feel a sense of:
MASTERY - when you do something which is difficult; or which 
you usually avoid doing.
Or you feel a sense of:
PLEASURE -  when you get some sort of enjoyment from doing 
something.
We want you to measure how much MASTERY or PLEASURE feelings you get from the 
things which you are doing, each day.
The way to do this is quite simple:
1. First of all, write down what you do, hour by hour.
2. Next, try to judge how much satisfaction you got from doing the activity: this is 
your sense of MASTERY.
Try to measure how much MASTERY you felt. Measure it on a scale between 0 and 
10. A score of 0 means that you felt no sense of achievement at all. On the other 
hand, a score of 10 would mean that you felt a great deal of achievement.
3. Next, mark this on your record sheet. Put the letter M beside the activity: and put 
your score beside the letter. Here is an example below.
10.00 CO«~4-a.
11.0 0
4. Now try to judge how much enjoyment you got from doing this: this is your sense 
of PLEASURE.
Try to measure how much PLEASURE you felt. Again, measure it on a scale between 
0 and 10. A score of 0 means you felt no sense of enjoyment at all. On the other 
hand, a score of 10 means that you felt a great deal of enjoyment.
5. Now mark this on your record sheet. Put the letter P beside the activity: and put 
your score beside the letter. Your example now looks like this:
10.00 (w H lf
iaxAVc- P & J
11.00
Now your record shows what you have done: how much MASTERY you felt; and 
how much PLEASURE you felt.
REMEMBER -  always record your feelings of MASTERY and PLEASURE as soon as you 
have done something. DON’T wait until later on. By then you may have forgotten how 
you actually felt at the time.
ALSO -  try to judge how difficult the activity is for you now. Try to avoid saying "I used 
to be able to do this with no difficulty". Give yourself credit for what you are trying 
to do NOW.
What's the point of all this?
You ere probably thinking -  "this is stupid. What's the point in doing all this? This isn't 
going to make me feel better. What's this got to do with me being depressed?"
We understand how you feel. It is difficult to see how some of the things we are asking 
you to do, are going to help. Try to take our word for it. Trust us. Would we ask you 
to do things which weren't going to help?
However, there are good reasons why you should keep these records.
1. When you are depressed, you often feel that you can do nothing. Or you feel that 
when you do something that you don't enjoy it  or that you haven't done it welL
These records give you a very accurate record of what you have done; and exactly 
how you felt about it.
2. Depressed people often tend to see only the black side of things. They see faults 
very clearly and ignore the good points.
This is another reason why we want you to keep these records. If  we asked you tomorrow 
what you did today, you would probably say:
"Not much" or "Nothing worth speaking about".
This is only natural since you are depressed: that’s why you think in this negative 
fashion. By keeping these records, you can look back on what you actually did -  rather 
than on what you fe lt you did.
These are two very good reasons for keeping these records:
they give an honest picture of what you are doing and how you are feeling, 
during each day; and
they will be helpful in challenging your belief that you do nothing: or that 
you enjoy nothing.
We understand that you may find all of this difficult to do. It may also be hard to understand. 
Remember these points:
You are trying to find out more about yourself -  so that you can understand 
yourself and the reasons why you get depressed. The easiest way to do this 
is by taking 'notes' on what you are doing, and how you react to what you 
are doing.
Overcoming depression can be slow at the start. Try not to be too impatient. 
Remember, Rome wasn't built in a day.
Remember that much of your present problems stem from your negative 
view of things. We are trying to help you towards a more positive view of 
your life, and of yourself. Even if it  doesn’t appear to be giving good 
results -  KEEP ON TRYING.
THOUGHT-BLOCKS
When people get depressed, it is their negative thinking which keeps them depressed 
If depression doesn’t just 'pass by', then there is sure to t ‘ H
depressed. be negative thinking keeping you
To overcome your depression 'catch' your negative thoughts as they happen, and then 
challenge them. These thoughts are telling you depressing things. That’s how you stay 
depressed. The way to handle these thoughts is to answer them back.
Below are some of these thoughts. Beside each negative thought is a s^gestion about 
how you might answer it back. This is not the right answer -  or the onlfanswer. It is
just a suggestion. As you practise ’answering back’ you will be able to come up with answers 
which suit you, and make sense to you. answers
NEGATIVE THOUGHT ANSWER
"1 can’t do anything. There are too many 
problems." There are problems in doing anything -  that’s life. How would I deal with this 
if I wasn't depressed? Is there anyone 
who can advise me?
"1 can’t stick to this plan. I’ve never been 
a record-keeper." Keeping a plan is a skill 1 can learn. I haven't done this before -  doesn't mean 
that I can't do it if  I try. After all, I've 
used lists before -  like for shopping. I 
could start just by making lists.
"There’s too much to do -  I can’t cope." I just think that because I'm deprpssprt 
I f  I write down what I've to do, it won't 
seem so difficult. 1 don't have to do it 
all at once. Take one thing at a time.
’I t ’s too difficult." It just seems that way because I'm 
depressed. I've done more difficult things 
than this before.
"1 don’t know how to go about it." Have a go -  don't try to produce a perfect 
performance. Better to try and see how 
I get on, than not to try at all.
"1 don’t want to." I don't want to do it now -  but 1 did 
earlier on. Anyway, that doesn't matter. 
The point is, it would be better for me 
to do it.
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"1 don't think I'm up to it just now. I'll 
wait till I'm feeling better."
1 won’t know if I'm up to it if 1 don't 
try. If 1 wait till 1 feel like it, I’ll never 
do it. Anyway, doing it will make me 
feel better.
"I've wasted too much time. There's no 
point - it'll only make me think of all 
the time I've wasted. 1 should have done 
it last week."
1 haven't wasted time. 1 have just done 
something else with the time. The point 
is - what am I doing now? Am 1 going to 
to dc more of the same or something 
different?
"1 can't decide what to do first." Thp important thine is to do something 
Do things in alphabetical order if you 
like. Once 1 get going I'll have a clearer 
idea of what to do next.
"I'll only make a mess of it. There’s no 
point in trying."
I won't know till 1 try. Anyway, nobody's 
asking for a 5-star show. Even if 1 made 
a mess of it - it's not the end of the 
world. I can learn from my mistakes.
"1 won't enjoy it." How do you know? Since when were you a fortune teller? Try it and see.
"I'm not doing anything." Write down what you do and see. Maybe you just think that you're doing nothing.
"But I'm not doing anything worthwhile." Nobody's asking you to judge what 
vou're doing, lust do it.
"1 don't deserve to enjoy myself." Pleasure will make me feel better. That's good in itself. It'll also help me to do 
things better.
"O.K., I washed the dishes - so what?" Normally that wouldn't have been very 
difficult. Now it's very difficult. In 
spite of that, 1 did it. 1 can give myself 
rrprfit for that. Mv masterv score should 
be 10.
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THINKING AND DEPRESSIOU
Now th a t  you h av e  begun to  be m o re  a c t iv e ,  w e  can  
ta k e  a  look a t  y o u r fe e lin g s  o f  d e p ress io n  in m o re  
d e ta i l .  W hat s o r t  o f  fe e lin g s  a r e  you g e tt in g ?  W hat 
s o r t  o f  th o u g h ts  a re  re la te d  to  th e s e  fe e lin g s?
A t th e  b eg inn ing  o f  th e  b o o k le t, w e sa id  th a t  your 
fe e lin g s  o f  d e p ress io n  w ere  b rough t a b o u t by th e  w ay 
th a t  yo u  th in k . In th is  s e c tio n , w e  ta k e  a  c lo se  look 
a t  th e  w ay th a t  you th in k . W hat do  you th in k  ab o u t 
th e  th in g s  w h ich  h appen  to  you? W hat e f f e c t  do  th e s e  
th o u g h ts  h a v e  upon th e  w ay you fe e l?
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HANDLING NEGATIVE THOUGHTS
W e h a v e  d isc u sse d  how d e p re sse d  p e o p le  te n d  to  th in k  in  a n e g a t iv e  s o r t  o f  w ay . T h ey  
te n d  t o  h a v e  a  n e g a tiv e  v iew  o f  th e m s e lv e s  ("I'm  no g o o d ”), t h e i r  w o rld  (" life  h a s  n o  m ea n in g "), 
an d  th e  f u tu r e  (" th ings w ill n e v e r  g e t  an y  b e t te r " ) .
T h ese  th o u g h ts  m ak e  you  d e p re sse d , an d  p re v e n t  yo u  o v e rc o m in g  y o u r  p ro b le m s . W e 
a r e  now  go ing  to  look  a t  w ay s  o f  d e a lin g  w ith  su c h  th o u g h ts .
N e g a tiv e  th o u g h ts  h a v e  th is  in c o m m o n :
1. T hey  a r e  a u to m a tic  -  th e y  Ju s t 'p o p ' in to  y o u r h e a d , w i th o u t  a n y  e f f o r t  on 
y o u r p a r t .
2. T hey  a r e  d is to r te d  -  th e y  do  n o t m a tc h  up to  th e  r e a l  f a c t s .
3 . T hey  a r e  u n h e lp fu l -  th e y  k e e p  you  d e p re sse d  and  m a k e  i t  d i f f ic u l t  t o  
c h an g e  th in g s .
4 . T h ey  a r e  p la u s ib le  -  th e y  a p p e a r  g e n u in e : i t  d o e sn 't  o c c u r  t o  y o u  to  
q u e s tio n  th e m .
5. T h ey  a r e  in v o lu n ta ry  -  th e y  a r e  v e ry  d if f ic u l t  t o  sw itc h  o f f .
T h e  m o re  d e p re sse d  you a r e ,  th e  m o re  n e g a t iv e  th o u g h ts  yo u  w ill  h a v e . T h e  m o re  d e p re s s e d  
you  a r e  and  th e  m o re  you  a r e  lik e ly  to  b e lie v e  th e m , and  th e  m o re  d e p re s s e d  th e y  w ill 
m a k e  you. T h is is  th e  'v ic io u s  c ir c le ' w e  h a v e  a lre a d y  m e n tio n e d .
N e g a tiv e  th in k in g  h a s  a n  e f f e c t  on  how  yo u  f e e l ,  an d  w h a t yo u  d o . N ow  i t  is  t im e  to  do  
so m e th in g  a b o u t th is .
W e a r e  now go ing  to  ta lk  a b o u t w ay s o f  'catch ing*  y o u r n e g a t iv e  th o u g h ts :  w a y s  o f  
re c o g n is in g  w hen  you  a r e  th in k in g  n e g a tiv e ly . O nce you c a n  d o  th is ,  y o u  w ill le a rn  how  
to  look  fo r  m o re  p o s itiv e , o r  h e lp fu l w ay s  o f  lo o k in g  a t  th e  th in g s  w h ic h  h a p p en  to  y ou .
A t  f i r s t ,  you  m ay  fin d  i t  d i f f ic u l t  to  'c a tc h ' a n d  a n sw e r y o u r n e g a t iv e  th o u g h ts .  D on’t  
b e  d isc o u rag e d . T h is w ill g e t  e a s ie r  w ith  p r a c t is e .  Soon i t  w ill b e c o m e  m o re  n a tu ra L  
C a tc h in g  and  a n sw e rin g  n e g a t iv e  th o u g h ts  is  a  sk ill -  so m e th in g  yo u  w ill n e e d  to  le a rn .
W e w ill h e lp  you le a rn  how to  do  th is ,  a n d  you w ill b e  a b le  to  p r a c t i s e  'c a tc h in g  a n d  
a n sw e rin g 1 y o u r th o u g h ts , a s  p a r t  o f  y o u r 'h o m ew o rk '.
O n th e  n e x t p a g e  is  a  fo rm  w h ich  h e lp s  you  f in d  o u t w h a t k ind  o f  th o u g h ts  yo u  h a v e  in 
d i f f e r e n t  s i tu a t io n s . I t  a lso  h e lp s  y ou  fin d  o u t how th e s e  th o u g h ts  a f f e c t  th e  w ay  you  
fe e L
Y ou  w ill u se  th is  fo rm  in th e  f i r s t  p a r t  o f  th is  new  e x e rc is e . T h is  w il l  h e lp  yo u  b e c o m e  
a w a re  o f  how  you  th in k .
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IDENTIFYING YOUR NEGATIVE AUTOMATIC THOUGHTS
We have d iscu ssed  how th e  w ay you fe e l is in flu e n ce d  by th e  w ay  you th in k . 1 w a n t you 
now to  p ra c tis e  fin d in g  ou t w h a t s o r t  o f  th o u g h ts  you have  w hen you fe e l  bad . Think a b o u t 
th e  la s t t im e  you f e l t  bBd; you m igh t have f e l t  sad , or a n g ry ; g u ilty  o r f r ig h te n e d . T ry 
to  re m e m b e r  how you f e l t  and  w h a t w as h appen ing  around  you , and  a n sw e r  th e  fo llo w in g  
q u estio n s .
F e e lin g s
How did you fe e l?  __
How bad w as t^ e  fe e lin g  -  m e a su re  i t  by using  a  sc a le  o f  0 -  100 (100 is th e  v e ry  w o rs t) .
S c o re  b O _______________
S itu a tio n  
W here w ere  you? 
W hat w ere
Ik
you do ing?
W hat w as going on a ro u n d  you? f ta w s fa iA l ' k> Vk4 j
f — :—
W ere you th in k in g  a b o u t a n y th in g  in p a r tic u la r?
_______________t o a s t tsvjr  r v u j  p a l m a r  .______
A u to m a tic  T h o u g h ts
W hat th o u g h ts  ju s t  "popped  in to  yo u r m ind" a t  th a t  t im e ?
^V uK U jfe 1*a  ffV u p O b
S C O R E
1 0 0
Ih U ii  b a  \  aU isA tM . O ra ip  tifcjurvA fe? 1 5
q o
lw \  \VLfeV _______________________________________ ____ t o ________
3 J
Did you b e lie v e  th e s e  th o u g h ts ?  M easure  to  w h a t e x te n t  you b e lie v e d  th e m  using  a  sc a le  
0 -  100. (0 m ean s you d id  n o t  b e lie v e  th em  a t  a ll;  100 m ea n s  you b e lie v e d  th em  c o m p le te t ly ) .
HOW YOU THINK
T he f i r s t  s te p  in d ealing  w ith  your n e g a tiv e  th in k in g , is to  know how  y ou  th in k , and  i t s  
e f f e c t  on how you fe e l .
N e g a tiv e  th o u g h ts  m ake you fe e l bad . T hey  m ak e  you fe e l  sad , a n x io u s , h o p e le ss , a n g ry  
o r  d e p ressed . In s te ad  o f  be ing  o v e rw h e lm ed  by th e s e  fe e lin g s , yo u  c an  le a rn  to  u se  th em  
a s  a s ig n a l fo r  tak in g  som e a c tio n . S ta r t  ta k in g  n o t ic e  o f  w h en  y o u r m ood c h an g e s . T ak e  
n o te  o f  w h a t w as happen ing , and  w h a t w as ru n n in g  th ro u g h  y o u r m ind  ju s t b e fo re h a n d . 
O v er a few  days, you w ill b eco m e  m o re  a w a re  o f  c h an g e s  in y o u r fe e lin g s . Y ou w ill a lso  
b e co m e  m o re  a w a re  o f  th e  th o u g h ts  w h ich  sp a rk  o f f  th e s e  c h a n g e s  in m ood. You m ay 
f in d  th a t  th e  sam e  th o u g h ts  o c c u r  o v e r and  o v e r  a g a in .
B eco m in g  A w are
On th e  la s t  page, is an ex am p le  o f  a fo rm  w h ich  you can  u se  to  p r a c t is e  'c a tc h in g ' vour 
n e g a tiv e  th o u g h ts . This is how you use  i t .
1. W henever you fe e l bad , m ake  a  n o te  o f  'how  you f e l t ’. W rite  th is  dow n in th e  sp a c e  
p ro v ided .
Now t ry  to  m ea su re  how bad  you f e l t .  U se  th e  sc a le  0 t o  100. T he s c o re  o f  0 m ean s  
th a t  you d idn’t  fe e l  bad  a t  a ll;  100 m ea n s  t h a t  you  co u lA i’t  h a v e  f e l t  a n y  w o rse .
2. Now m ake a n o te  o f  w h e re  you w e re , w hen  you s t a r te d  to  f e e l  b a d . A lso , w r ite  dow n 
w h a t you w e re  do in g : e .g . re a d in g , o r ta lk in g  to  so m e o n e .
T ry  to  n o te  also , w h a t w as go in g  on a ro u n d  y o u : e .g . p e o p le  w e re  a rg u in g , o r th e  ra d io  
w as b larin g .
F in a lly , m ake a n o te  o f  any  g e n e ra l  th o u g h ts  yo u  w e re  h av in g : you  m ig h t h av e  b een  
w o rry in g  ab o u t so m eth in g , o r  p lan n in g  a  sh opp ing  t r ip .
3 . N e x t, m ake a n o te  o f  any  th o u g h ts  w h ic h  •popped  in to  y o u r  h e a d 1 ju s t  b e fo re  you s t a r te d  
to  fe e l  bad .
T ry  to  w rite  th e se  down w o rd  fo r  w ord .
Som e o f  your th o u g h ts  m ay ta k e  th e  fo rm  o f 'im a g e s ’. F o r in s ta n c e ,  you m ay im ag in e  
y o u rse lf  be ing  u n ab le  to  c o p e  w ith  so m e th in g . I f  th a t  h a p p en s , ju s t  w r ite  dow n w h a t 
you saw  in your m ind 's ey e .
S o m e tim es you m ay n o t be a b le  to  id e n t i fy  any  th o u g h ts . I f  t h a t  hap p en s , t ry  to  im a g in e  
w h a t th e  s itu a tio n  m eans to  y ou . W hat d o e s  i t  t e l l  you  a b o u t y o u rse lf , y o u r l if e ,  o r 
th e  fu tu re ?  This m ay  g iv e  you a  c lu e  a s  to  w hy a s i tu a t io n  m ak e s  you fe e l  sad  o r 
an g ry  o r anxious.
L a s tly , t ry  to  judge  how f a r  you b e lie v e  th e s e  th o u g h ts .  U se  th e  sa m e  0 to  100 s c a le .
0 m ean s th a t  you d o n 't b e le iv e  th e m  a t  a ll .  100 m ea n s  t h a t  yo u  b e lie v e  th em  c o m p le te ly ,
R e m e m b er, you can  sc o re  a n y w h ere  b e tw e e n  0 and  100.
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TAKE TIME
It m ay be d if f ic u lt  to  r e c o rd  your th o u g h ts  a s  th e y  h ao o en . r w t  w nm.u
m ake a m en ta l n o te  o f  th e  th in g s w hich  h a v T d ™ e s s ? d y l u  du rin g  th e  dav  T h ^  s e t
a s .d e  a few m in u te s  l a t e r  on, to  w rite  th e s e  dow n. If  you c a n - tT e U m b e r  e x J c tlv  w h a t
yo“ tb ° u« M "  th e  t im e ' Ooine an  'a c t io n  r e p la y !  ^  « m l m b e r
w h a t h appened, how you f e l t , and  w hat you th o u g h t a t th e  t im e .  y
TAKE CARE
B ew are  o f  'e x c u se s ’ fo r  n o t  w a tch in g  your th o u g h ts . Y ou m ay  sa y  "I'll d o  i t  l a t e r "  o r " rn
h f  th e* face  I ^ o u ' T  T ' \  #YoU m ay be t e ™p te d  to  th o u g h ts
re m e m b e r  in vour’ e l ! !  ,0  av01d lh in k i" 6  » b o u t u n p le a sa n t th in g s . B u t*
y o u r d e p re ^ io n  y o u r n e Sa ,iv e  th i" ki"E  «  th e  b e s t  w ay o f  f ig h tin g
re a m ! f m o o ^ n T "  mal<i? E “ f us, f | l ! < is p ro b ab ly  b e c a ,,se  *■>“  b een  th in k in g  so m e th in g  
.. ’ * ’ * * 80 w n te  i t  down, don’t h ide fro m  i t .  O nce  you h a v e  done th a t
you can  th en  p r a c t is e  so m e d is tra c tio n  to  e a se  your fe e lin g s  o f  d is t r e s s  Rm re m o m K 1 
ju s t ignoring  y o u r th o u g h ts  w on’t  m ake th em  go aw ay  g  U* re m e m b e r>
COUNTING THOUGHTS
A n o th e r w ay o f  m ak in g  you m ore  a w a re  o f  y o u r th o u g h ts , is  to  c o u n t th e m  Counting
to stanS b*a,wVhem leSS t tressi"S- Wh*n y°u counTtho^hts, W ^ o u  a chancevoultonrt ? k fro n ? y o u rse lf . I t is  a lm o s t l ik e  co u n tin g  c a r s  w h ich  p a ss  you  in th e  s t r e e t -  
ru n  o v e r b y ^ v e r y c a V I h a t '^ I s . ^  ’  th an  S ta" d in th e  m id d le  o f  th e  ro a d  g a t i n g
C° UI^ t  n f g a tiv e  N o u g h ts  any w ay th a t  you lik e . Y ou c o u ld  t o t  th e m  up on a  k n ittim r 
t e r ,  o r s im p ly  t ic k  th e m  o f f  on a  c a rd  in your p o c k e t o r h a n d b ag  a s  s h o w n ^ e re :  g
n r rtKh t i end  °/k?he  d a y ’ yoU c an  add  up how m an y n e g a tiv e  th o u g h ts  th a n  e v e r  T his is 
£ fflb eco m e^  l e i C! r e qCu e m .a re  EC' “ nE h * " "  * ’ ' Ca,ChinE' U ,am - In ,h a  ™ ". ‘ b a y
R e m e m b er NOT to  b lam e  y o u rse lf  fo r  hav ing  so  m any n e g a tiv e  th o u g h ts . T h is is  s in m lv  
a  sign o f  your d e p re ss io n : i t  is n o t a sign o f  any  w e a k n e ^ o r  in ad e q u ac y  on y our p a rT  '
dO
TACKLING YOUR THOUGHTS AND FEELINGS
You h a v e  sp e n t so m e t im e  look ing  a t  th e  w ay  yo u  th in k , 
and  how th is  a f f e c ts  y o u r fe e lin g s . Now w e w a n t t o  look  
a t  how you can  d e a l w ith  th e s e  th o u g h ts . In th is  s e c tio n ,  you 
w ill beg in  to  c h a llen g e  som e o f  y o u r c o m m o n e r  th o u g h ts :  
th o u g h ts  ab o u t y o u rse lf  o r your l if e  in g e n e ra l .  Y ou w ill 
d e a l w ith  yo u r fe e lin g s  by p ra c tis in g  m o re  lo g ic a l  w ay s  o f  
th in k in g .
In th e  n e x t few  p ag es , w e o f fe r  so m e  g e n e ra l  h in ts  a b o u t 
lo g ic a l  th in k in g ’. We end  w ith  a s im p le  w o rd  o f  w a rn in g .
I t  is lik e ly  th a t  you h a v e  been  th in k in g  'n e g a t iv e  th o u g h ts ’ 
fo r  so m e  tim e : p e rh ap s  fo r  m ost o f  y o u r l i f e .  D o n o t e x p e c t  
to  ch an g e  th is  p a t t e rn  eas ily : th e  ch an g e  yo u  d e s ire  m ay  ta k e  
a  l i t t l e  t im e .
2 1
CHALLENGING YOUR NEGATIVE THOUGHTS
Now you a re  m o re  a w a re  o f  yo u r n e g a t iv e  th o u g h ts .  T he n e x t s te p  is to  ta k e  a  c lo se r  
look a t th e s e  th o u g h ts . A re  th e y  re a lly  " tru e ''?  A re  th e y  re a l ly  "h e lp fu l"?  Is th e r e  a 
m o re  h e lp fu l o r r e a l is t ic  w ay o f  lo o k in g  a t  y o u r l ife ?
QUESTION Y O U R  THINKING
T h ere  a re  fo u r  w ay s o f  a l te r in g  y o u r n e g a t iv e  th o u g h ts .  Ask y o u se lf :
1. W hat is  th e  e v id e n c e ?  Why do you th in k  th e  w ay you do? W hat f a c t s  back  up 
w h a t you th in k ?  D o th e s e  f a c t s  su p p o r t  w h a t you th in k , o r c o n tr a d ic t  i t?
2. W hat o th e r  v iew s a r e  th e r e ?  T h e re  is  m o re  th a n  o n e  w ay  o f  lo o k in g  a t  a  s i tu a t io n .  
How e ls e  co u ld  you look a t  w h a t h a s  h ap p en e d ?  T ry  an d  l i s t  o th e r  v iew p o in ts .
W hat e v id e n c e  is th e r e  -  fo r  an d  a g a in s t  th e s e  v iew s? W hen you  t ry  to  look a t  
th e s e  o b je c tiv e ly , w hich  v iew  a p p e a rs  t o  be th e  m o st c o r r e c t?
3. How d o  th e s e  th o u g h ts  a f f e c t  y o u ?  T he w ay  you th in k , a f f e c t s  th e  w ay  you fe e l .  
How do th e s e  th o u g h ts  a f f e c t  how you  fe e l  and  w h a t you  do? How h e lp fu l is
i t  to  th in k  th is  w ay? W hat a r e  th e  d is a d v a n ta g e s  o f  th in k in g  th is  w ay?  C an 
you th in k  o f  th o u g h ts  w h ich  m ig h t h a v e  a  b e t t e r  e f f e c t  u pon  you?
4. A re  you  m is ta k e n ?  D e p re sse d  p e o p le  o f te n  d is to r t  th in g s . T h ey  m ay  jum p to  
co n clu sio n s: b lam e  th e m se lv e s  fo r  th in g s  w h ich  a re  n o t t h e i r  f a u l t ;  e x a g g e ra te  
th e  im p o r ta n c e  o f  th in g s , an d  so  on . A re  you m ak ing  su c h  e r ro r s  in th e  w ay you 
th in k  a b o u t th is  s i tu a tio n ?
S h o rtly , w e  sh a ll ta lk  m o re  a b o u t q u e s tio n in g  a s  a  w ay  o f  c h a lle n g in g  y o u r n e g a tiv e  th in k in g . 
B e fo re  w e do  th is ,  l e t  us look  a t  th e  r e c o rd  s h e e t  w h ich  can  h e lp  you do th is .
CHALLENGING: THE RECORD SHEET
It is  im p o rta n t to  w rite  down and c h a lle n g e  a s  m any  a u to m a tic  th o u g h ts  a s  you c an , e a c h  
day . By w ritin g  th em  dow n, you b ecom e m o re  o b je c t iv e .  In th e  en d , you m ay  be a b le  
to  a n sw e r, or c h a llen g e  su ch  th o u g h ts  in y o u r h e a d . A t f i r s t ,  i t  h e lp s  to  w r i te  th em  dow n. 
Y our a n sw ers w ill be s t ro n g e r  if  you c an  re a d  th e m  in b lac k  and  w h ite .  You m ay  n eed  
to  spend  som e t im e  w ork ing  ou t " c h a llen g e s"  (or a n sw e rs )  to  y o u r th o u g h ts  on p a p e r, b e fo re  
you can  d eal w ith  such th o u g h ts  in your h e a d . H o w ev e r, th e  m o re  you p ra c t is e ,  th e  e a s ie r  
i t  w ill g e t.
O ver th e  page is an e x am p le  o f  th e  re c o rd  s h e e t  w e w a n t you to  u se . T his h a s  tw o  e x tra  
co lum ns on it.  You w ill use th e se  to  c h a lle n g e  y o u r th o u g h ts .
In th e  f i r s t  co lum ns you w r ite  down th e  d a y  and  d a te ;  how you f e l t  w h a t w as h appen ing  
to  you ; and w h at you w e re  th ink ing , Just a s  you  h a v e  d o n e  a lre a d y .
C h a lle n g e  In th e  n e x t colum n w r ite  dow n a s  m any  c h a lle n g e s  to  th o se  th o i^ h ts  as 
you can  im a g in e . T hen ask  how m uch you b e lie v e  th e s e  " o th e r  v iew s". I f  you d on 't 
b e lie v e  th e  a n sw er a t  a ll ,  g ive  i t  a  s c o re  o f  0% . I f  you  b e lie v e  i t  c o m p le te ly , g ive  i t  
a  s c o re  o f 100% . You cou ld  sco re  a n y w h ere  in b e tw e e n .
O u tc o m e  In th e  la s t  co lum n w e w a n t you to  do th r e e  th in g s :
1. Look a t  your o rig in a l th o u g h ts . Now th a t  you  h a v e  t r ie d  to  c h a lle n g e  i t ,  dc you
s ti ll  b e lie v e  i t  to  th e  sa m e  e x te n t?  How f a r  do you b e lie v e  i t  now ? G ive i t  a n o th e r  
sc o re  o u t o f  100.
You should  find  th a t  your b e lie f  in th e  a u to m a tic  th o u g h ts  h a s  w eak en ed . If 
i t  h a sn 't ,  p e rh ap s  you a re  ru lin g  o u t y o u r 'a n sw e r ' in so m e w ay . M aybe you a re  
say ing  th a t  th is  m ay apply  to  o th e r  p e o p le , b u t n o t  you : o r t h a t  you a re  ju s t  foo ling  
y o u rse lf . If  you a re  doing th is ,  w r i te  dow n th e s e  'n e g a t iv e  th o u g h ts ' and  t r y  to  
an sw er th em  in th e  sa m e  w ay.
D on 't e x p e c t  y o u r b e lie f  in th e  n e g a t iv e  th o u g h ts  to  d isa p p e a r  r ig h t  aw ay . You 
p robab ly  have  been  th in k in g  su c h  th o u g h ts  fo r  so m e  t im e . T he "an sw ers"  w hich  
you h av e  co m e  up w ith  a re  new . I t  m ay  ta k e  so m e  t im e  fo r  you to  b e lie v e  in 
th em  c o m p le te ly .
2.3
DAILY RECORD OF NEGATIVE AUTOMATIC THOUGHTS
UATE EM OTIONS(S)
What do y o u  f e e l ?  
How bad was I t  
(0-100% )?
SIUTATION  
What w ere you  
d o in g  o r  
t h in k in g  a b o u t?
AUTOMATIC THOUGHTS 
W hat e x a c t l y  w ere y o u r  
t h o u g h t s ?  How f a r  d id  
y o u  b e l ie v e  e a c h  o f  
t h e *  (0-100% )?
RATIONAL RESPONSE 
What a r e  y o u r  
r a t io n a l  a n sw e rs  
t o  th e  a u t o a u t lc  
t h o u g h t s ?  How f a r  
do  you  b e l ie v e  e a c h  
o f  t h e e  (0-100% )?
OUTCOME
1 . How f a r  do you  now 
b e l ie v e  th e  t h o u g h t s ?  
(0-100% )?
2 .  How do y o u  f e e l ?  
(0-10C% )
3 . What c a n  y o u  d o  now?
2
.*
Outcome (cont’d)
2. Nov. la k e  a look a l yo u r FEELIN GS co lum n . C h e ck  how  you f e l t  b e fo re  you 
c h a llen g e d  y our n e g a tiv e  th o u g h ts . How do y o u r  fe e lin g s  c o m p a re  now ? D o  you 
s t i l l  fe e l  e x a c tly  th e  sa m e?  G ive e a c h  o f  th e  fe e lin g s  y ou  l is te d  a n o th e r  r a t in g  
o f  100 fo r  s e v e r i ty .
You should  f in d  th a t  yo u r p a in fu l fe e lin g s  h a v e  le s s e n e d  a  l i t t l e .  D o n 't be
d isc o u rag e d  if  th ey  h ave  n o t gone aw ay . T his w ill ta k e  t im e  an d  p r a c t is e .  H ave 
p a tie n c e .
3. L as tly , ask w h a t you can  d o  to  m ake  th in g s  b e t t e r .  How m ig h t you t e s t  o u t so m e
o f th e  'th in k in g  a n sw ers ' you o f fe re d  a s  c h a lle n g e s?  T hink ab o u t how  you  w ould  
— e to  th a t  s i tu a tio n  nex t t im e  i t  h ap p en s . W hat w ill you do j f  you find
y o u rse lf  th in k in g  and  fe e lin g  th is  w ay ag a in ?  T ry  to  w ork  o u t a  p lan  to  u se  in th e  
fu tu re ,  i f  th is  h a p p en s a g a in . You co u ld  a lso  th in k  o f  a  p lan  to  s to p  th e  sa m e  th in g  
h ap p en in g  a g a in . R e m e m b er to  w r ite  dow n e x a c tly  w h a t n e e d s  to  b e  d o n e .
-oOo-
AN EXAMPLE
O ver th e  p a g e  is an  e x am p le . T his h a s  b een  f i l le d  in by  a  d e p re s s e d  w o m an . She h as 
re c o rd e d  how she  f e l t  one  day  a f t e r  sh e  had  re c e iv e d  a l e t t e r  f ro m  h e r  s i s t e r .  She f e l t  
v e ry  an g ry  and  je a lo u s . T hese  fe e lin g s  d id n o t o c c u r  fo r  no  re a s o n .  She f e l t  th a t  w ay  
b e c a u se  o f  how sh e  th o u g h t a b o u t th e  l e t t e r .  She h ad  th r e e  v e ry  c le a r  'n e g a t iv e  th o u g h ts ’. 
T h ese  th o u g h ts  m ade  h e r  fe e l  bad  -  n o t th e  l e t t e r  i ts e l f .
In th e  la s t  tw o  co lum ns, she t r ie d  to  th in k  m o re  c le a r ly  a b o u t th e  l e t t e r .  She t r ie d  to  
d e a l w ith  th e  r e a l  'f a c t s ’. She t r ie d  to  c h a llen g e  th e  th o u g h ts .  By th in k in g  m o re  ra tio n a l ly  
sh e  w as a b le  to  re d u c e  th e  pa in  o f  th e  an g ry  and  je a lo u s  f e e lin g s . F in a lly  sh e  t r ie d  to  w ork  
o u t w h a t sh e  should  do  to  s to p  th e s e  bad  fe e lin g s  re tu rn in g .
H ere  is an ex am p le  o f a fo rm  w hich  m igh t h e lp  you c h a lle n g e  so m e o f  th e  th o u g h ts  you 
com m only  use .
On th is  i llu s tra tio n , w e can  see  th a t  th is  p e ro n  had  so m e  b ad  fe e lin g s  on M onday th e  1 5 th  
o f  S e p te m b e r . She had  a l e t t e r  fro m  h e r s i s t e r .  She f e l t  a n g ry  and  je a lo u s . T h ese  fe e l in g s  
w e re  ab o u t 80% o f th e  m ost sh e  cou ld  e v e r  f e e l .  She h ad  th r e e  d i f f e r e n t  th o u g h ts  a b o u t 
th is  l e t t e r .  F ir s t ly , "w hy does m y s i s t e r  h a v e  a ll  th e  lu c k ? " ; se c o n d , th a t  h e r  "w ho le  l i f e  h a s  
b een  a d isa s te r" :  and th ird , th a t  sh e  w ill "n e v e r g e t  o u t o f  th e  ru t" .
A t th e  t im e , she b e lie v e d  th e s e  th o u g h ts  a b o u t 95% : v e ry  s tro n g ly  in d eed .
D A I L Y  R E C O R D  O F  N E G A T I V E  A U T O M A T I C  T H O U G H T S
(ATI CNOTICMMS) 
tftal do you fool 7 
How tad m\ U
<0-1001)7
SUTTATION 
Waal « r«  you 
do 1*9 or 
thinking about?
AUTOMATIC THOUGHTS 
Mhat eaactly  acre your 
thoughts? How fa r  Old 
you belle** each of
then (0-1001)?
rational response
Mhal are your 
ration al answer, 
to  the automatic 
thoughts? Now far  
do you bell*** each 
•f then (0-1001)?
OUT COM
1. Now fa r  do you now 
belle** the thoughts? 
(0-1001)?
t .  How do you fee l?  
(0-10CI)
3. Mhat can you do now?
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u k t  ^ C K A e ^ f c  -
W hen she  c h a llen g e d  th e s e  th o u g h ts , th in g s  w e re n 't  q u i te  a s  sh e  th o u g h t:
she  re a so n e d  w ith  h e rse lf :  a lth o u g h  h e r  s i s t e r  w a s  " lu ck y  to  h a v e  a  new h o m e, 
ev ery b o d y  c a n 't  be  so  fo r tu n a te " .
sh e  re co g n ise d  th a t  sh e  ju s t  th o u g h t t h a t  h e r  w h o le  l i f e  w a s  a  m ess.
f in a lly , sh e  re a lis e d  th a t  'n e v e r ' is  a  v e ry  lo n g  t im e . P e rh a p s  sh e  should  t r y  t o  
to  ch an g e  h e r  l if e  g ra d u a lly .,
She did n o t b e lie v e  th e s e  th o u g h ts  c o m p le te ly  (only a b o u t 75% ). T h is k ind  o f  r a t io n a l  
th in k in g  re d u ce d  h e r  b e lie f  in  h e r  a u to m a tic  th o u g h ts .  A f te r  re a so n in g  th in g s  o u t, h e r  
fe e lin g s  o f  jea lo u sy  and  a n g e r  w e re n 't  q u ite  so bad . F in a lly , sh e  p lan n ed  to  s t a r t  c h an g in g  
th in g s  w hich  she  w as unhappy  ab o u t -  in a  g ra d u a l w a y . D o ing  w h a t n e ed s  to  b e  done!
LOOKING FOR ANSWERS
T en questions o v e r th e  p a g e  w ill h e lp  you fin d  " o th e r  v iew p o in ts"  o r  o th e r  w a y s  o f  th in k in g  
a b o u t s itu a tio n s . You w ill f in d  th e s e  on th e  back  o f  y o u r "daily  th in k in g  re c o rd " .  H e re  
w e o f f e r  som e id eas  a b o u t how th e s e  q u e s tio n s  can  h e lp  you th in k  m o re  c le a r ly .
A . WHAT IS THE EVIDENCE?
The f i r s t  th in g  you n e ed  to  t a c k le  is  th e  e v id e n c e  fo r th in k in g  th e  w ay  you  do. J u s t  
becau se  you b e lie v e  so m e th in g  to  b e  t r u e ,  d o es no t m ean  t h a t  i t  j s  t r u e .  W ould o th e r s  
a c c e p t yo u r th o u g h t a s  t r u e ?  I f  y o u r th o u g h t w as p u t 'on  t r i a l ' ,  w ou ld  i t  s ta n d  up 
in c o u rt?  O r w ould i t  b e  d ism isse d  a s  ir r e le v a n t ,  o r c ir c u m s ta n t ia l?
1. The key q u estio n  h e re  is , " a re  you co n fu sin g  a th o u g h t w ith  a  f a c t ?" W hat is  th e  e v id e n c e  
fo r  th ink ing  th e  w ay  you do?  I t  is n o t  e n o u g h t to  sa y  "w ell t h a t 's  w h a t 1 th in k !"  W hat 
ev id en ce  do you h a v e  to  su p p o r t  th is  th o u g h t?
AUTOMATIC TH O U G H T PO SSIBLE AN SW ER
(When I p assed  Sally  in th e  s t r e e t  to d a y , she 
ignored  m e). I m u st h a v e  d o n e  so m e th in g  to  
u p se t h e r .
J u s t  b e c a u se  sh e  ig n o re d  m e d o e sn 't  m ean  
th a t  I h a v e  u p s e t  h e r .  P e rh a p s  sh e  d id n 't 
se e  m e . O r m a y b e  sh e  h a d  so m e th in g  on 
h e r  m ind .
In th e  ex am p le  ab o v e, th e  "d e p re ss in g  (or u p se ttin g )  th o u g h t"  is  t h a t  so m e o n e  h a s  
h u rt you on pu rp o se . T he " re a so n "  g iv en  is th a t  sh e  m u s t b e  p a y in g  y o u  b a c k  in so m e 
w ay. T h e re  is a t  l e a s t  o n e  o th e r  w ay  o f  lo o k in g  a t  th is .  S a lly  m ay  n o t  h a v e  se e n  
you, o r she  m igh t h a v e  b e en  th in k in g  a b o u t so m e th in g  e ls e .
2. This ex am p le  show s th e  n e e d  to  t e l l  th e  d if fe re n c e  b e tw e e n  " w h a t yo u  th in k "  and  
"w hat is  f a c t ". T he se c o n d  q u e s tio n  on  o u r l is t  c an  h e lp  y o u  to  look  a t  th e  s i tu a t io n  
d if fe re n tly . J u s t  ask  y o u rse lf ,  "w h at is  th e  e v id e n c e  a g a in s t  th e s e  th o u g h ts ? "  In 
ou r 'possib le  a n sw e r' a b o v e , w e  h a v e  done  ju s t  th a t .
In challen g in g  y our n e g a tiv e  th o u g h ts ,  i t  m ay  b e  h e lp fu l to  r e m e m b e r  th e  id e a  o f  th e  "c o u rtro o m  
b a tt le " .  Ask y o u rse lf , "w h a t is  th e  e v id e n c e  fo r  th in k in g  th is  w a y ? " , th e n  a sk  y o u rse lf ,
"w h at is th e  ev id e n ce  a g a in s t  th in k in g  th is  w ay ?"
LOOKING FOR ANSWERS
F in d in g  'o th e r  v iew p o in ts ’ o r try in g  to  th in k  'r a t io n a l ' th o u g h ts  c a n  b e  d i f f ic u l t .  H e re  
a r e  te n  q u e s tio n s  w h ich  m igh t h e lp  you c h a lle n g e  y o u r n e g a t iv e  th o u g h ts .
A . W HAT IS TH E EVIDENCE?
1. Am  I co n fu sin g  a  th o u g h t w ith  a  f a c t?  W hat is th e  e v id e n c e  to  su p p o r t  th e s e  
th o u g h ts?
2. A m  1 ig n o rin g  o th e r  w ays o f  lo o k in g  a t  th e  s i tu a t io n ?  W hat is  th e  e v id e n c e  
a g a in s t  th e s e  th o u h g ts?
B. HOW ELSE MIGHT 1 LOOK AT THIS?
3. Is m y view  th e  on ly  v iew ? How w ould  so m e o n e  e ls e  v iew  th is  s i tu a t io n ?
4. Is th is  ju s t  DEPRESSED  th in k in g ?  How w ould  I h a v e  lo o k e d  a t  th in g s  b e fo re  
I b e c a m e  d e p ressed ?
5. W hat e v id e n c e  do  I h ave  to  b ack  up th e s e  o th e r  w a y s  o f  th in k in g ?  
c * W HAT IS TH E E F F E C T  O F THINKING TH E WAY 1 D O ?
6. D o es th in k in g  th is  w ay  he lp  or h in d e r m e fro m  g e t t in g  w h a t  I w a n t?
7. W hat a r e  th e  p rds and  cons o f  th in k in g  th is  w ay ?
8. Am  1 a sk in g  q u e s tio n s  w h ich  h a v e  no  r e a l  a n sw e rs?
D . W HAT C A N  I D O  T O  C H A N G E THINGS?
9. Am  I o v e rlo o k in g  s im p le  so lu tio n s?  Am 1 a ssu m in g  th e y  w o n 't  w ork?
10. How c an  I t e s t  my "o th e r  v iew p o in ts"?  W hat c a n  I do  to  c h a n g e  m y s i tu a t io n ?
USE TH ESE TEN  QU ESTIO NS AS AN AID T O  "C H A L L E N G IN G " Y O U R  NEGA TIV E 
TH O U G H TS.
B. HOW ELSE MIGHT 1 LOOK AT THIS?
O ur n e x t th r e e  q u e stio n s  involve th e  w ay you a re  lo o k in g  a t  th e  s i tu a t io n .
3. Ask y o u rse lf  i f  th is  is th e  only w ay o f  lo o k in g  a t  th e  s i tu a t io n ?  O fte n  i t  is  d i f f ic u l t  
to  's te p  o u ts id e  y o u rs e lf .  O ften  i t  is  d i f f ic u l t  t o  b e  o b je c tiv e . One w ay to  do  th is  
m igh t be to  ask  how som eone e ls e  (a f r ie n d  o r n e ig h b o u r) m ig h t r e a c t  to  th e  sa m e  
s i tu a t io n .  How w ould th ey  look a t  w h a t h a s  h ap p en ed ?  W hat w ould  th e y  say ?  If 
th is  is s t i l l  d i f f ic u l t ,  t ry  sw itch in g  p la c e s  w ith  y o u r fr ie n d . Im ag in e  th a t  w h a t h a p p e n e d  
to  you, h a s  h ap p en ed  to  a  fr ie n d . She c o m e s  to  you fo r  a d v ic e , o r c o n so la tio n . W hat 
w ould  you sa y  ab o u t y our p rob lem  to  h e r?  W ould you  look  a t  th e  s i tu a t io n  d i f f e r e n t ly  
i f  i t  w a sn 't  hap p en in g  to  you?
A U TO M A TIC THOU GHT POSSIBLE ANSW ER
(1 w e n t to  th e  shops and co u ld n 't re m e m b e r  
w h a t 1 w a n ted ). T his ju s t  show s how m y 
m ind 's go ing .
O .K ., so  I fo rg o t w h a t I w a n te d . I t 's  
h a rd ly  th e  en d  o f  th e  w o rld . My f r ie n d  
E d ith  is  a lw ay s  fo rg e t t in g  th in g s . She 
ju s t  lau g h s and  m ak e s  a  jo k e  o f  i t .
If  y o u r f r ie n d  sa id  "1 c a n 't  re m e m b e r  th in g s  - 1 th in k  m y m in d 's  g o in g ”, w h a t w ould  yo u  
say  to  h e r?  W ould you a g re e  w ith  h e r?  O r w ou ld  you c o m e  up w ith  a n o th e r  w ay  o f  
look ing  a t  th is  p ro b lem ?  S o m e tim es i t  is e a sy  to  g iv e  g ood  a d v ic e  to  o u r fr ie n d s . 
G iving good  a d v ic e  to  o u rse lv es  is  o f te n  m o re  d if f ic u l t .
4. In m uch  th e  sa m e  w ay ou r view  o f th in g s  c a n  b e  a n o th e r  e x a m p le  o f  D EPR ESSED
th in k in g . You m ay  only  be th in k in g  th e s e  n e g a t iv e  th o u g h ts  b e c a u se  you a re  d e p re s s e d . 
O ne w ay  to  o v e rco m e  th e s e  th o u g h ts  is  to  re m e m b e r  how you  w ould  h a v e  d e a l t  w ith  
th e  s i tu a t io n  b e fo re  you b e ca m e  d e p re sse d .
AU TO M ATIC TH O U G H T
(1 t r ie d  re a d in g  th e  n e w sp ap er to d a y , b u t 
c o u ld n 't  c o n c e n tra te ) .  T his show s how I 
am  g e tt in g  w o rse .
PO SSIBLE A N SW ERS
If 1 w a sn 't  d e p re sse d , I'd  p ro b a b ly  ju s t  
h a v e  g o t up  and  d o n e  so m e th in g  e ls e .  1 
w ould  p ro b a b ly  h a v e  sa id  'T il  c o m e  b a c k  
to  th is  l a t e r ,  w h en  I fed  l ik e  r e a d in g .”
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5. The la s t  q u e s tio n  in th is  se c tio n  e c h o e s  w h a t w e h av e  a lre a d y  sa id . A sk y o u rse lf  
w ha t is th e  e v id e n c e  for th ink ing  in th e s e  d if fe re n t  w ays?  Is i t  T R U E  th a t  f o rg e t t in g  
th ings isn 't  th e  end  o f  th e  w orld? Is i t  T R U E  th a t  y o u r f r ie n d  w ou ld  p ro b a b ly  sh ru g  
o f f  such  a p ro b le m . Is i t  TR U E th a t  you w ould p ro b ab ly  h a v e  Ju s t g o n e  and  done 
so m eth in g  e lse?  I f  y o u r an sw er to  a n y  o f  th e s e  q u e stio n s  is Y ES, m a y b e  you shou ld  
sw ap  th e se  th o u g h ts  fo r  your n e g a tiv e  ones.
C . W HAT IS TH E E F F E C T  OF THINK ING TH E WAY 1 DO ?
H ere  a re  th r e e  m o re  q u estio n s . T h ese  ask  how u sefu l a r e  y o u r n e g a t iv e  th o u g h ts .
6. The f i r s t  q u e s tio n  is "does th in k in g  th is  w ay  help  o r h in d er m e f ro m  g e t t in g  w h a t
1 w an t?"  L ike  m o st p eo p le , you sim p ly  w a n t to  be H A PPY . A sk y o u rs e lf  i f  th in k in g  
th is  w ay  h e lp s  you to  b e co m e  happy? D oes i t  s to p  you fro m  b e c o m in g  hap p y ?  D o es 
th is  kind o f  th o u g h t m ake  you m ise ra b le ?
AUTOM ATIC T H O U G H T PO SSIBLE AN SW ER
My l ife  h a s  b e en  a  c o m p le te  d is a s te r .  
I've  ru in ed  m y ow n l if e  and now 1 am  
ru in ing  e v e ry o n e  e ls e 's .
B rooding a b o u t w h a t h a s  h a p p en e d  ju s t  
m ak es  m e d e p re s s e d . W hat is  done  is 
done . T he im p o r ta n t  th in g  is to  ask  
y o u rse lf , w h a t am  I g o in g  to  do  NOW?
O fte n  you fe e l  t h a t  you  d e se rv e  to  be  m ise ra b le . M aybe you  e v e n  f e e l  th a t  you 
d e se rv e  to  b e  punished m o re  fo r  th in g s  you  h ave  done in th e  p a s t .  I t  is  im p o r ta n t  
to  ch a llen g e  th e s e  th o u g h ts . T h ese  th o u g h ts  k eep  you fe e l in g  d e p re s s e d . In d eed ,
th e y  m ay m ak e  you  f e e l  ev en  m o re  d e p re sse d . T hey a lso  h o ld  you  b a c k  fro m  g e t t in g  
w h a t you w a n t.
7. In th e  sa m e  v e in , c o n s id e r  th e  p ro s  and  co n s o f  th in k in g  in th is  w a y . S o m e tim e s  
n e g a tiv e  th o u g h ts  appear to  b e  h e lp fu L  T hey  m ay k eep  you o n  y o u r to e s .  B u t th e y  
also  h av e  d isa d v a n ta g e s . T h ese  o u tw e ig h  any  a d v an tag e s .
AUTOM ATIC T H O U G H T POSSIBLE ANSW ER
"1 m ust a lw ay s  t r y  and  m ake a good  
im p ress io n  on p e o p le ."
ADVANTAGE = T i l  go  o u t o f  m y w ay 
to  be f r ie n d ly . I f  th e y  lik e  m e in r e tu rn  
I’ll fe e l good ."
T e llin g  m y se lf  th a t  I m u s t a lw ay s  m ak e  a 
g ood  im p re ss io n  is n 't  r e a l is t ic .  T h is ju s t 
p u ts  m ore  p re s s u re  on  m e. 1 b e co m e  
m o re  te n s e  a n d  f in d  i t  ev en  m o re  d if f ic u l t  
to  re la x  and  e n jo y  m y se lf .
DISADVANTAGE = ' I f  som eo n e  a p p e a rs  
n o t to  lik e  m e, I 'll f e e l  te r r ib le  and w ill 
th in k  bad ly  o f  m y se lf ."
In s te a d , 1 sh o u ld  t r y  th in k in g , ' I f  p e o p le  
lik e  m e t h a t 's  n ic e . I f  th e y  d o n 't, i t 's  
n o t th e  end  o f  th e  w o rld . I t 's  n o t r e a l is t ic  
to  th in k  e v e ry o n e  sh o u ld  lik e  m e."
8. L astly , i t  m ay  be t h a t  you a re  a sk in g  q u e s tio n s  w h ich  h a v e  no  r e a l  a n sw e r . D e p resse d  
p eo p le  o f te n  ask th e m se lv e s  "Why a r e n 't  th in g s  d if fe re n t? " ,  "W hat is  l i f e  a ll  a b o u t? " , 
"Why is l i f e  so  u n fa ir? " ,  "Why is th is  h a p p en in g  to  m e?" , o r  "W hat c a n  I do  to  undo  
th e  p a s t? "  B rood ing  o v e r  th e s e  q u e s tio n s  is  su re  to  d e p re ss  you  f u r th e r .  L ik e  i t  
o r n o t, th e s e  q u e s tio n s  h ave  no  r e a l  a n sw e rs . T ry  tu rn in g  th e s e  th o u g h ts  in to  a  q u e s tio n  
you can  a n sw e r. I f  you c a n 't  do  th is ,  don’t  w a s t  a n y  m o re  t im e  on th e m .
AUTOM ATIC T H O U G H T PO SSIBLE ANSW ER
"When w ill I g e t  o v e r  th is  d e p ress io n ?" Sorry . T h e re  is  no  a n sw e r  to  th a t .  G oing 
o v e r  a n d  o v e r  th is  ju s t  u p se ts  m e f u r th e r .  
I 'd  b e  b e t t e r  a sk in g  m y se lf  w h a t I c an  do  
to  m ak e  m y se lf  f e d  a  l i t t l e  b e t t e r  r ig h t  
now?
D . WHAT CAN 1 D O  T O  C H A N G E TH IN G S’
All o f  th e s e  q u e s tio n s  t r y  to  c h an g e  th e  w ay  you  th in k . T h ey  a lso  a sk  you  to  do 
so m eth in g  d i f f e r e n t  a s  w elL  L ike te l l in g  y o u rse lf  to  s to p  b ro o d in g ; o r  to  go  and  
d o  so m e th in g  e ls e  fo r  a w h ile .
9. T he l a s t  tw o  q u e s tio n s  ask HOW you can  c h an g e  th in g s . Y ou n e e d  to  a sk , "is th e r e
a fa ir ly  s im p le  so lu tio n  to  my p ro b lem ?  P e rh a p s  one w h ich  1 h a v e  o v e rlo o k e d ?"  O fte n , 
t ry in g  to  th in k  how a fr ie n d  m igh t h a n d le  th e  s i tu a t io n  can  h e lp  you f in d  su ch  a  so lu tio n . 
O r, yo u  m ay  know o f a 'so lu tio n ' b u t h a v e  a rg u e d  th a t  " it  w on’t  d o  a n y  good . I t  w on’t
w o rk .” How w ill you  know  u n less  you  t ry ?
A U TO M A TIC  TH O U G H T POSSIBLE ANSW ER
'1 fe e l  aw fu l. I h av e  no  e n erg y . 1 c a n ’t  
s to p  go ing  o v e r  and o v e r th in g s in my 
m ind ."
1 know 1 fe e l  b ad . T h a t 's  w h e t i t 's  l ik e  
to  be d e p re sse d . Why n o t ta k e  a  sh o r t 
w alk in th e  g ro u n d s . See  if  a b it  o f 
fre sh  a ir  w ill r e f r e s h  m e.
"T h e re 's  no  p o in t. N o th in g  w ill m ak e  
m e any  b e t t e r .  A nyw ay, 1 h a v e n 't  g o t 
th e  e n e rg y ."
Look, 1 know  th a t  1 f e e l  b ad . A nd I know 
th a t  I f e e l  t h a t  n o th in g  is  go in g  to  c h an g e  
th is . B ut I w o n 't  know  if  th is  ( ta k in g  a  
l i t t l e  w alk ) is  a n y  g ood  u n til  I t r y  i t .  S to p  
te l l in g  y o u rse lf  th in g s  w o n 't w o rk . T ry  i t  
and se e .
10. In th e  sa m e  w ay, ask  HOW you c an  t r y  o u t  so m e  o f th e s e  'p o ss ib le  a n sw e rs '.  S ta r t  
p lan n in g  HOW you c an  t ry  "sh rugg ing  th in g s  o f f  w ith  a lau g h "  ( in s te a d  o f  w o rry in g  
if  y o u r m ind 's go ing). HOW can  you d e a l  w ith  y o u r la c k  o f  c o n c e n tra t io n ?  HOW 
you  c a n  ta c k le  th e  q u e s tio n  o f  "w h a t 1 am  go in g  to  do w ith  m y l i f e  now ?"
I t  is  n o t en o u g h t t o  THINK d if fe re n tly .  Y ou n e ed  to  tu rn  th is  in to  A C T IO N . D o 
so m e th in g  d i f f e r e n t .  I f  you do so m e th in g  d i f f e r e n t ,  p e rh a p s  you  w ill FE E L  d if f e r e n t .  
Y ou w o n 't know  u n til  you t ry .
In th e  n e x t s ta g e ,  w e  ta k e  a n o th e r  look  a t  th e  w ay  you th in k , and  th e  e f f e c t  th is  
h a s  upon  y o u r fe e lin g s . F o r th e  t im e  b e in g , w e  w a n t you  to  u se  th e s e  te n  q u e s tio n s  
a s  an  a id  t o  c h a llen g in g  y o u r n e g a t iv e  th o u g h ts .  U se  th e s e  q u e s tio n s , an d  you w ill 
so o n  beg in  t o  b rin g  y o u r n e g a tiv e  th o u g h ts  u n d e r y o u r c o n tro l .
A WORD OF CAUTION
B efo re  we lea v e  th is  s e c tio n ,  w e should w arn  you a g a in s t e x p e c tin g  to o  m uch . T h e re  
a r e  five  p ro b lem s you m ig h t ru n  in to  w hen you begin  to  c h a lle n g e  y o u r n e g a t iv e  th o u g h ts .
1. F irs tly , 'c h a llen g in g  o u r th o u g h ts ' is unusual. N o rm ally  w e d o n 't  s ta n d  b a c k , q u e s tio n  
and 'c h a llen g e ' o u r  th o u g h ts .  W hat w e a re  a sk in g  you to  do is d i f f ic u l t .  A t f i r s t
you m ay find  i t  n e a r  im p o ssib le  to  be o b je c tiv e . You m ay  f in d  th a t  y o u r 'a n sw e rs ' 
do no t a p p e a r  to  a f f e c t  y o u r fe e lin g s  ve ry  m uch . DO NOT D E SPA IR . T h is  is  q u i te  
norm al. G ive y o u rse lf  th e  ch an c e  to  p ra c t is e  th is  c h a llen g in g  a p p ro a c h . G ive  y o u rs e lf  
t im e  to  g e t  th e  h an g  o f  i t .  D on 't be d isco u rag ed  if  you c a n 't  m a s te r  i t  s t r a ig h t  a w ay . 
A fte r  a ll, you w o u ld n 't e x p e c t  to  be ab le  to  d riv e  a f te r  only a few  le s so n s . PR A C T IS E , 
PRA CTISE and so m e  m o re  PRA CTISE.
2. You m ay a lso  fin d  i f  d i f f ic u l t  to  be ra tio n a l  w hen  you a r e  f e e l in g  u p se t .  T h e  fe e lin g s  
m ay be so bad  th a t  you  m ay  th ink  th a t  you c a n n o t th in k  a t  a l l .  I f  th is  h a p p en s , w r i te  
down w h at is  d is tre s s in g  you a s  a d is tra c tio n . W hen you a re  f e e lin g  c a lm e r ,  c o m e  
back  to  w h a t you h a v e  w r i t te n  down. Now you  w ill b e  in a  b e t t e r  p o s itio n  to  look  
fo r  m ore  r a t io n a l  a n sw e rs .
B ew are o f  m ak in g  m a t t e r s  w orse  by te llin g  y o u rse lf  t h a t  th is  m ea n s  t h a t  you  a r e  
a  fa ilu re : o r th a t  th is  a p p ro a c h  d o e sn 't w ork.
3. R em ind y o u rse lf  th a t  y o u r re c o rd  d oes n o t n e e d  to  b e  a  m a s te rp ie c e .  I t  is  m e a n t 
to  he lp  you to  f a c e  y o u r  th o u g h ts  and  fe e lin g s . E ven if  i t  is  ju s t  so m e  n o te s  and  
jo ttin g s  th is  m ig h t b e  enough  fo r you. T ry  to  re m e m b e r  th a t  th e r e  a r e  n o  r ig h t  a n sw e rs . 
A "good a n sw er"  is  o n e  w h ich  w ill he lp  c h an g e  th e  w ay  you fe e l ;  or w e a k e n  y o u r
fa ith  in yo u r n e g a t iv e  th o u g h ts . T ry  to  find  th e  a n sw e r w h ich  w orks fo r  you.
4. B ew are o f  c r i t ic is in g  y o u rse lf  w hen you a re  w ritin g  dow n y o u r th o u g h ts .  Y ou m ig h t 
find  y o u rse lf  th in k in g  "I m u s t be  s tu p id  to  th in k  th a t"  o r " th is  ju s t  sh o w s how  bad
1 re a lly  am ". R EM EM B ER , th e s e  a re  m ere ly  fu r th e r  n e g a t iv e  th o u g h ts  w h ic h  a r e  
p a r t  and p a rc e l  o f  y o u r  d ep ress io n . Y our n e g a tiv e  th in k in g  is th e  p ro b le m : n o t y o u r  
in te llig e n c e  o r  y o u r g o o d n ess. 5
5. L astly , d o n 't g e t  d e p re s s e d  if  you find  th a t  th e  sa m e  th o u g h ts  k e e p  c ro p p in g  up o v e r  
and  o v e r a g a in . Y o u r n e g a tiv e  th in k in g  is p ro b ab ly  a  w e ll e s ta b lish e d  h a b it .  Y o u r 
th ink ing  h as b e co m e  a  b a d  h a b it w hich  w ill ta k e  so m e t im e  to  b re a k , l ik e  g iv in g
up sm oking  o r t ry in g  to  s to p  b itin g  y o u r n a ils . T ry  to  ta k e  th e  v iew  t h a t  th e  m o re  
o fte n  a  p a r t ic u la r  th o u g h t o c cu rs , th e  m ore  c h a n c e s  yo u  h a v e  to  c h a lle n g e  i t ,  an d  
b reak  th e  h a b it.
CLEAR. COOL, THINKING
O v er th e  n e x t few  p a g es  a r e  som e o f  th e  com m on  th in k in g  e r ro r s  w h ich  tro u b le  d e p re ss e d  
p e o p le . I t  is w o rth  say ing  th a t  th e y  tro u b le  m o st p e o p le . B ut th e y  t ro u b le  d e p re sse d  
p e o p le  m o re  se rio u sly . T h ese  th ink ing  e r ro r s  a r e  e x a m p le s  o f  i llo g ic a l  th in k in g . In e a c h  
o f  th e m  you w ill say  so m e th in g  to  y o u rse lf  w h ich  e i th e r  is  n o t  t r u e ;  is  an  e x a g g e ra tio n  
o f  th e  t r u th ;  o r c an n o t be p roven  by any e v id e n c e . T h ese  th in k in g  e r ro r s  p u t you dow n 
in so m e  w ay. T hey m ake  you fe e l  bad . T hey  a r e  v e ry  u n h e lp fu l. O ur aim  in try in g  to  
te a c h  you to  re c o g n ise  th e m  is to  follow  th e  o ld  sa y in g : " to  b e  fo re w a rn e d  is to  be  fo re a rm e d ."  
If  you c a n  c a tc h  th e se  th in k in g  e r ro rs  e a r ly  on, you  m ay  be  a b le  t o  c h a lle n g e  th e m  m o re  
q u ick ly . As a re s u l t ,  you m ay  be ab le  to  a v o id  fe e lin g  d is t r e s s e d ,  o r  you  m ay  b e  a b le  
to  r e d u c e  th e  e x te n t  o f  yo u r bad  fee lin g s .
D o n 't b e  su rp rise d  if  you find  th a t  you d o n 't u se  a ll  o f  th e s e  th in k in g  e r ro r s .  Y ou m ay  
u se  so m e  m o re  o f te n  th a n  o th e rs .  Som e you m ay  n o t b e  a w a re  o f  a t  a ll .  H ow ever, w e  
e x p e c t  th a t  you u se  som e o f  th em  q u ite  o f te n .  T h ese  a r e  th e  r e a l  c u lp r i ts  a s  f a r  a s  y o u r 
d e p re ss io n  is c o n ce rn ed .
We h a v e  t r ie d  to  i l lu s t r a te  th e s e  th in k in g  e r ro r s  w ith  l i t t l e  p ic tu r e s  and  sym bo ls. Y ou 
w ill g e t  a  copy o f  th e s e  to  k eep  in your p o c k e t  o r h a n d b ag : to  h e lp  you re c o g n ise  th e  
th in k in g  e r ro r ,  and to  h e lp  you to  c h a llen g e  i t .
A t th is  s ta g e , you a re  le a rn in g  how to  re c o g n ise  th in k in g  e r ro r s  so  t h a t  you can  c a tc h  
th e m  a ll th e  m o re  e as ily . Now you a re  b e co m in g  m o re  k n o w le d g e a b le  a b o u t w h a t c a u s e s  
y o u r fe e lin g s  o f  d ep ress io n . Y ou a re  b eco m in g  m o re  a b le  a t  c a tc h in g  th e  n e g a tiv e  th o u g h ts  
w h ic h  p ro d u c e  your fe e lin g s  o f  d ep ress io n .
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Y ou h a v e  now been  in tro d u c ed  to  th e  id e a  o f  th in k in g  e r ro r s  
and  th e  p a r t  th ey  p lay  in n e g a t iv e  th in k in g . In th is  s e c tio n ,  w e  
d isc u ss  th e s e  th in k in g  e r ro rs  in m o re  d e ta i l .  H e re  you w ill 
d e v e lo p  y our aw aren ess o f th e  k in d s o f  th in k in g  e r ro r s  * o u  
m ak e , a s  you m ake th em .
If  y o u  can  le a rn  to  ’c a tc h ’ y our th in k in g  e r ro r s ,  you  m ay  b e  a b le  
t o  p re v e n t  p a tte rn s  o f n e g a tiv e  th in k in g  b e c o m in g  e s ta b l is h e d .
THINKING er r o r s
1D o you  te n d  to  se e  th in g s in 'b la c k -a n d -w h ite '?
F o r  in s ta n c e ,  a r e  you e i th e r  a  t o t a l  su c c e ss , 
o r a t o ta l  fa ilu re ?  I f  o n e  th in g  g o e s  w ro n g  
d o e s  th is  m ean  th a t  e v e ry th in g  is w ro n g ?  T h is  
e r ro r  c an  be  c a lle d  'a ll-o r -n o th in g  th in k in g .'
Y ou se e m  to  be  say ing  to  y o u rse lf  " if  1 am  n o t 
p e r f e c t ,  I m u st b e  a c o m p le te  m ess" , o r " if  
e v e ry o n e  d o e sn 't  love  m e, th en  nobody  lo v e s  
m e ."  Y ou a re  m aking  i t  a c a se  o f  a l l -  o » ^no th ing . 
T ry  and check  th is  e r ro r  by a sk in g  y o u rse lf , "w h a t is  th e  ev id e n ce  fo r  sa y in g  th a t  e v e ry th in g  
is w rong , or th a t  n o th in g  is r ig h t."  I t  m ay  b e  t r u e  t h a t  so m e  th in g s a r e  w ro n g , o r th a t  
so m e  im p ro v em en t co u ld  b e  m ad e  in a s i tu a t io n .  T h is is  n o t th e  sa m e  a s  s a y in g  th a t  
e v e ry th in g  is w rong , o r n o th in g  is r ig h t.  T ry  to  r e m e m b e r  th a t  r e a l i ty  is  m ad e  up  o f  
a  th o u san d  sh ad es o f  g re y . Y ou a re  n o t a ll g o o d  o r a ll bad ; a ll r ig h t  o r  a ll  w ro n g . T h e re  
is  n o  b la c k -a n d -w h ite .
D o you ten d  to  u se  one bad  e x p e r ie n c e  to  
co lo u r o th e r  p a r ts  o f  y our l ife ?  D o you e v e r  
m ak e  a  m is tak e , o r  fa il  a t  so m e th in g  and  say  
to  y o u rse lf, "1 n e v e r  g e t  a n y th in g  r ig h t."  T h is  
is  an ex am p le  o f  o v e r -g e n e ra lis a t io n . J u s t  
b e c a u se  you fa i l  a t  o n e  th in g  d o e sn 't  m ean  
th a t  you fill f a il  a t  e v e ry th in g . M aybe you 
fa ll  o u t w ith  a  f r ie n d  a n d  end  up sa y in g  "nobody  
lo v es m e."  You a r e  ta k in g  y o u r fe e lin g s  fro m  
one s itu a tio n , a n d  co lo u rin g  o th e r  s i tu a t io n s  
in an  equally  bad  w ay.
The b e s t  w ay to  ta c k le  th is  is  to  ask  fo r  th e  e v id e n c e . How do you know  th a t  nobody  
lo v es  you ; o r t h a t  you n e v e r  g e t  a n y th in g  r ig h t?  T h e re  is  no n eed  to  p r e te n d  t h a t  th e r e  
is  n o  p rob lem . B u t th e r e  is  no  v a lu e  in t r a n s f e r r in g  y o u r unhapp iness fo rm  o n e  s i tu a t io n  
to  th e  r e s t  o f  y o u r l if e .  T ry  to  t e l l  th e  d if f e r e n c e  b e tw ee n  th in g s  w h ic h  a r e  r e a l ly  'ba<? 
o r  u n p leasan t, fro m  th o se  w h ich  you h a v e  'c o lo u re d ' b lack  by o v e r-g e n e ra lis in g .
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M ost th in g s  w h ich  h a p p en  to  you  w ill no t be 
a ll b ad . T hey  w ill b e  m ad e  up o f  ’bad  b its ' and 
'go o d  b i ts '.  D o  you  te n d  to  th in k  only  o f  th e  
bad  b its?  T his is  a  b i t  l ik e  m ak in g  c o ffe e  w ith  
g ro u n d  c o f fe e .  H o w ev e r, in s te a d  o f keep in g  
th e  w a te r  w h ich  p a sse s  th ro u g h  th e  ground  
b e an s , you k e e p  th e  g ro u n d s  in s te a d .  Even 
w hen  m ak in g  c o f fe e  t h e r e  is  a 'g o o d  b i t ' ( th e  
c o f fe e  liq u id ), and  a  'b a d  b i t ' ( th e  c o ffe e  g ro u n d s). 
W hen you f in d  y o u rse lf  sa y in g  "1 d id n 't have 
a  m in u te 's  h a p p in e ss  to d a y "  o r "m y l ife  h a s  b een  ju s t  one  p ro b lem  a f t e r  a n o th e r" , you m ay  
w ell be  u sing  th e  m e n ta l  f i l t e r . You m ay b e  c o n c e n tra t in g  on ly  u pon  th e  b a d  b i ts  -  th ro w in g  
aw ay  any  'g ood  b i ts '.  S ta r t  ta c k lin g  th is  e r ro r  by  c h e c k in g  th e  e v id e n c e .  M ake a  l is t  
o f  a ll th e  'b ad  b i ts ';  and  th e n  t r y  to  l is t  th e  'good  b i ts ' -  n o  m a t t e r  how sm a ll th e y  a p p e a r  
by co m p a riso n . B e w a re  o f  'f i l te r in g ' o u t th e  bad  e x p e r ie n c e s , an d  d w e llin g  upon  th em .
In a  s im ila r  w ay , you m ig h t be  te l l in g  y o u rse lf  
th a t  so m e  'good  b i ts ’ d o n 't  c o u n t fo r  so m e re a so n ,
You m ig h t sa y , "O K , so  I d id  m y housew ork  to d a y .
So w h a t?  1 do  i t  e v e ry  day . I t 's  h a rd ly  a  su c c e ss " .
Y ou m ay  b e  te l l in g  y o u rse lf  th a t  c e r ta in  th in g s  
d o n 't c o u n t a s  p o s it iv e  e x p e r ie n c e s . Y ou r e je c t  
th e s e  a s  p o s it iv e  e x p e r ie n c e s ;  a n d  end  up d w e llin g  
upon  th e  n e g a t iv e  e x p e r ie n c e s  ( th e  bad  b its ) .
T h is e r ro r  is  a n o th e r  v e rs io n  o f  th e  m e n ta l  f i l t e r .  I f  you  a r e  o b lig e d  to  re c o g n is e  so m e th in g  
w h ich  isn 't  r e a l ly  b a d , you  d isc o u n t i t  by sa y in g  th a t  i t ’s  n o t r e a l ly  g o o d  e i th e r .  I t 's  n o th in g . 
T ry  to  re m in d  y o u rse lf  t h a t  f i l te r in g  o u t good  e x p e r ie n c e s  on ly  w o rs e n s  y o u r  d ep ress io n . 
D isc o u n tin g  th e  p o s i t iv e  is  a n o th e r  w ay  o f  fo c u ss in g  on bad  e x p e r ie n c e s ;  a n d  a n o th e r  w ay  
o f  d e ep e n in g  y o u r d e p res io n .
H um an b e in g s te n d  to  b e  e m o tio n a l .  O ur h e a r ts  
ru le  o u r h ead s , m u ch  o f  th e  t im e .  H o w ev er, 
w e n e ed  to  w a tc h  th a t  su c h  'e m o tio n a l  re a so n in g ’ 
d o e sn 't  le a d  us in to  t ro u b le .  D o  y ou  e v e r  th in k ,
"1 fe e l  g u ilty . T his m u st m ea n  I 'v e  done  so m e th in g  
w ro n g ”. O r, ”1 know th a t  1 c a n 't  p ro v e  i t  b u t 
1 ju s t  f e e l  th a t  i t 's  t r u e ”. T h e se  a r e  b o th  e x a n p le s  
o f  e m o tio n a l re a so n in g . le t t in g  y o u r  h e a r t  ru le  
your h e ad .
A gain , s e a rc h  fo r  th e  e v id e n c e  to  su p p o rt fe e lin g  th is  w ay . I f  you  c a n 't  f in d  a n y , you  w ill 
h a v e  to  t r y  to  a c c e p t  th a t  you a re  be in g  'e m o tio n a l '.  Y ou a r e  p u t t in g  y o u rs e lf  dow n  fo r  
n o  g ood  re a so n . Y ou h a v e  a  c h o ic e . Y ou c a n  c o n tin u e  to  'f e e l ' g u i lty ,  o r  l e t  dow n (or 
w h a te v e r )  fo r  no  good  re a so n , o r you can  say  th e r e  is  no re a so n  WHY y o u  sh o u ld  f e e l  th is  
w ay : th en  t r y  to  w ork  o u t  how you should  be  fe e lin g .
D o you e v e r  sa y  "I shou ld  be a b le  to  pull 
m y se lf  to g e th e r"  o r '1 m u s t a lw ay s t r y  to  
a p p e a r  c h e e r fu l"  o r  "1 sh o u ld  a lw ays w a n t to  
b e  w ith  my fa m ily " . T h ese  kind o f th o u g h ts  
m ak e  h eav y  d e m a n d s upon  y our e m o tio n s . T hey 
m ak e  you fe e l  y o u  a re  a fa ilu re  (if you c a n 't  
p u ll y o u rse lf  to g e th e r ) ;  o r th e y  m ake  you 
fe e l  t h a t  you h a v e  l e t  o th e rs  dow n (if you a re n 't  
a lw a y s  c h e e rfu l) ;  o r th e y  m ak e  you fe e l  g u ilty  
(if you  don’t  w a n t to  b e  w ith  y o u r fam ily ).
I t  is  o n e  th in g  to  t r y  to  b e  p o s itiv e , c h e e r fu l  o r lo v in g . I t  is  q u i te  a n o th e r  to  sa y  th a t  
yo u  sh o u ld  o r m u s t  a lw a y s  b e  lik e  th a t .  W hen you  f in d  y o u rse lf  u sin g  "sh o u ld  an d  m u st"  
s im p ly  t e l l  y o u rse lf  to  s to p  try in g  to  b e  p e r f e c t . G o a h e a d  and  t r y  to  b e  p o s it iv e , o r lov ing  
o r  c h e e r fu l.  B ut d o n 't  pun ish  y o u rse lf  i f  you c a n 't  a lw ay s  k e ep  i t  up .
O fte n , you m ay  te l l  y o u rse lf  th a t  th in g s  a r e  
"bad" a lth o u g h  you h a v e  no e v id e n c e  to  su p p o r t  
th is .  T h is is  a b i t  l ik e  c ry s ta l -b a l l  g a z in g .
Y ou a r e  p re d ic tin g  th a t  c e r ta in  th in g s  w ill h a p p e n  -  
a  b i t  l ik e  a fo r tu n e  te l l e r .  Y ou m ay  te l l  y o u rse lf  
th a t  "I'll n e v e r  g e t  o v e r  th is "  o r "I'll n e v e r  be  
a b le  to  do th a t " .  How do you know ? C an  you 
f o r e te l l  th e  fu tu re ?  A t o th e r  t im e s , you m ay  
sa y  th a t  " e v e ry o n e  is  fe d  up w ith  m e" o r "p e o p le  
d o n 't lik e  m e any  m o re" . How do you know ? C an  you  r e a d  th e i r  m inds?
Ju m p in g  to  co n clu sio n s is a very  co m m on  e r ro r  -  w e  a ll  te n d  to  dc th is  fro m  tim e  to  t im e .
The e a s ie s t  w ay to  c h a llen g e  th is  e r ro r  is  to  look  fo r  th e  e v id e n c e . How do you know 
th a t  th is  o r t h a t  w ill happen? How do you know  th a t  p e o p le  d o n 't  l ik e  you o r  d o n 't w a n t 
you. T h ere  is  no p o in t ju s t say ing  "w ell 1 f e e l  t h a t  w ay " . T h is is ju s t  a  sig n  th a t  you a re  
jum ping  to  c o n c lu sio n s.
M ost o f us te n d  to  e x a g g e ra te . M aybe you do 
th is  as w ell. If so m e th in g  g o es w rong , do  you 
e v e r say , "Oh, th is  is  te r r ib le ,  and  th e r e 's  n o th in g  
I can  do ab o u t i t" .  You m ay w ell b e  m ag n ify in g  
th e  p rob lem  -  a lm o s t a s  though  you w e re  ho ld in g  
a m agn ify ing  g lass  o v e r i t .  You m ak e  i t  look 
m uch w orse  th a n  i t  re a lly  is . A t th e  sa m e  t im e  
you u n d e re s t im a te  yo u r a b ility  to  d e a l w ith  i t  -  
a lm o st a s  if  you w e re  looking a t  y o u r ow n 
a b il i t ie s  down th e  w rong  end  o f  th e  te le s c o p e .
You m ake th em  a p p e a r  m uch sm a lle r  th a n  th e y  re a l ly  a r e  . Y ou m in im ise  y o u rse lf  -  you  
m ake  y o u rse lf a p p e a r  less  ab le , o r  c o m p e te n t .
W hen th in g s go w ro n g ,-try  to  a v o id  tu rn in g  a  sm a ll p ro b le m  in to  a  d is a s te r  o r a  c o m p le te  
'c a ta s tro p h e '.  S e a rch  fo r  th e  e v id e n c e . How b ad  is  i t  r e a l ly ? Is  i t  re a lly  so  te r r ib le ?
Is i t  re a lly  th e  w o rs t th in g  w h ich  c o u ld  h ap p en  to  you?  A re  you re a lly  n o t a b le  to  do a n y th in g ?  
M ake a  l is t  o f  th e  s o r t  o f  th in g s you m igh t a t  l e a s t  t r y .
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W hen th in g s  go  w rong , you  m ay find  y o u rse lf  
s t ic k in g  la b e ls  on  y o u rse lf .  W hen you h a v e  
a q u a r re l  w ith  so m e o n e , th is  m ay  m ean  th a t  
you a re  a " ro t te n  p e rso n " . W hen you t ry  to  
ta c k le  so m e th in g  b u t g iv e  up, th is  m ea n s  th a t  
you a re  "h o p e le ss"  o r "u se less" . You find  i t  
d i f f ic u l t  to  re c o g n is e  t h a t  you  a re  m ad e  up 
o f  "good b its "  an d  "bad  b its "  -  l ik e  o th e r  p e o p le . 
T he la b e l  you  ap p ly  u su a lly  su g g e s ts  t h a t  you 
a r e  c o m p le te ly  b ad , h o p e le ss , o r  u se le ss .
T o ch eck  th is  e r ro r ,  ask fo r th e  e v id e n ce . How do you  know  th a t  yo u  a r e  c o m p le te ly  bad?  
How do you know th a t  you w ill n o t su c c ee d  n e x t t im e  ro u n d ?  How do yo u  know th a t  
o th e r  peop le  w o u ld n 't h a v e  found  th is  e q u a lly  d if f ic u l t?  B e w a re  o f  la b e ls  -  th e y  u su a lly  
h ide th e  t ru th .
T he la s t  e r ro r  invo lves th ink ing  th a t  
"e v ery th in g  a lw ay s happen  to  m e". You 
m ay th in k  th a t  bad  th in g s  -  lik e  a sudden 
dow npour on a  sunny day  -  is  w h a t a f f e c ts  
you. T his is ju s t  a n o th e r  e x am p le  o f  your 
bad  lu ck ; o r, you m ay th in k  th a t  in som e w ay  
i t  is  y o u r fa u lt .  I f  p eo p le  h av e  an a rg u m e n t, 
i t  m ay be  a s  a  r e s u l t  o f  so m eth in g  y ou  sa id .
O r, i f  som eone  is  unhappy , i t  is  b e ca u se  
yo u  m u st h av e  u p se t th e m . A lthough i t  is  
d if f ic u l t  to  a c c e p t ,  th e  t r u th  is  th a t  you  a r e  n o t  r e a l ly  t h a t  im p o r ta n t .  N obody is  t h a t  
im p o r ta n t.  U n less  you can  p ro v e  to  y o u rse lf  t h a t  i t  is  y o u r  f a u l t  -  by p o in tin g  to  so m e  
e v id e n ce  -  th e n  you w ill h av e  to  a c c e p t  t h a t  you a r e  m ak in g  th e  e r ro r  o f  p e rso n a lisa tio n . 
Y ou a r e  tr ic k in g  y o u rse lf  in to  th in k in g  th a t  th in g s  a lw ay s  h a p p en  to  you , o r  a r e  y o u r f a u lt .  
T his sim ply  is  n o t tru e .
1-0
PUTTING YOUR THOUGHTS TO THE TEST
Y ou h a v e  now  le a rn e d  to  'c a tc h ' y o u r n e g a tiv e  th o u g h ts .
Y ou h av e  had  so m e  p ra c t is e  in a rg u in g  th e m  in to  subm issio n . 
Y ou h av e  le a rn e d  a  b it  ab o u t re p la c in g  n e g a t iv e  th o u g h ts  
w ith  m ore  re a so n a b le  'a n sw e rs '.
Y ou h a v e  begun  to  u se  th e s e  'p o ss ib le  a n sw e rs ' to  ch an g e  
th e  w ay you a c t .  In th is  se c tio n , w e  g o  a  s ta g e  fu r th e r .
Now you w ill le a rn  how to  b eco m e  y o u r ow n *problem  so lv e r '.  
Y ou w ill le a rn  how  to  p u t y o u r n e g a tiv e  th o u g h ts  t o  th e  
t e s t .  Now is  th e  t im e  to  s t a r t  e x p e r im e n tin g  w ith  y o u r 
l i f e .  T hrough th e s e  e x p e r im e n ts  you  c an  f in d  th e  r e a l  v a lu e  
o f  y o u r 'p o ss ib le  a n sw e rs '.
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ACTION - ACTION - ACTION
In  th e  l a s t  tw o  s e c tio n s , w e  ta lk e d  a b o u t a rg u in g  a g a in s t  y o u r n e g a t iv e  th o u g h ts . C h an g in g  
th e  w a y  you  th in k  c an  do w o n d e rs  fo r  th e  w ay  yo u  f e e l .  J u s t  a rg u in g  w ith  y o u rse lf , is  
h o w e v e r , n o t e n o ig h . Y ou c a n  t e l l  y o u rse lf  th a t  th e s e  n e g a t iv e  th o u g h ts  a r e  u n h e lp fu l, 
b u t  d o  yo u  re a lly  b e lie v e  I t?  We h a v e  su g g e s te d  th a t  you sh o u ld  t e s t  o u t  so m e  o f  y our 
"p o ss ib le  a n sw e rs" . W e a d v ised  you to  ta k e  so m e  o f  y o u r  ow n a d v ic e , by  c h an g in g  th e  
w a y  th a t  you a c t .  H e re  w e  ta lk  a b o u t th is  a t  m o re  le n g th . W e d isc u ss  how you  c an  c h a lle n g e  
y o u r  n e g a t iv e  th o u g h ts  f u r th e r :  by find ing  o u t how  w ro n g  th e y  a r e .
W e h a v e  ta lk e d  a b o u t " c o lle c tin g  e v id e n ce "  w h ic h  c o n tr a d ic ts  y o u r  n e g a t iv e  th o u g h ts .
N ow  i t 's  t im e  to  a c t  on  y o u r "possib le  a n sw e rs" . A c tio n  h e lp s  y ou  to  b re a k  y o u r o ld  th in k in g  
h a b its .  I t  a lso  h e lp s  to  s t r e n g th e n  new  (m o re  p o s itiv e )  w ay s o f  th in k in g .
TESTING? TESTIN G!
Y o u  m ay  n o t th in k  i t ,  b u t  yo u  a r e  a  b i t  o f  a  s c ie n t i s t .  Y ou  m a k e  p re d ic tio n s  a b o u t th in g s .
T h e n  you  a c t  on  th e s e  p re d ic tio n s . F o r in s ta n c e ,  y o u  m ig h t p r e d ic t  t h a t  " if  I p re s s  th is  
b e ll ,  so m e o n e  w ill c o m e  to  th e  door". I f  yo u  w e re  o n  a  b u s, yo u  m ig h t e x p e c t  i t  to  s to p .
Y o u  m ig h t p re d ic t  t h a t  i f  you  s ta n d  in th e  p o u rin g  ra in ,  yo u  w ill n o t  on ly  g e t  w e t ,  b u t 
w il l  a lso  c a tc h  co ld . W hen i t  c o m e s  to  d e a lin g  w ith  p e o p le , yo u  m ig h t p r e d ic t  t h a t  " if  
I a rg u e  w ith  m y husband , h e  w ill s to p  lo v in g  m e". T h e  im p o r ta n t  th in g  a b o u t su c h  p re d ic tio n s  
is  t h a t  y ou  a c t  on  th e m  a u to m a tic a l ly .  Y ou v e ry  r a re ly  ask  i f  y o u r  p re d ic tio n s  a r e  t r u e  
o r  n o t .  Y ou  d o  n o t  t e s t  o u t  y o u r p re d ic tio n s .
A d e p re s s e d  p e rso n  is  a b i t  l ik e  a  s c ie n t i s t  g o n e  w ro n g . In s te a d  o f  fin d in g  o u t  i f  h e r  p re d ic tio n s  
a r e  t r u e  o r  n o t, sh e  d is to r ts  h e r  view  o f th e  w o rld  t o  f i t  h e r  p re d ic ito n .
M o st o f  th e  n e g a tiv e  th o u g h ts  w e  h a v e  ta lk e d  a b o u t,  in v o lv e  p re d ic tio n s .  Y ou  m ig h t t e l l  
y o u rs e lf  t h a t  "I w o n 't  be  a b le  t o  co p e", o r  "p e o p le  w on’t  l ik e  m e" , o r  " if  I d o  t h a t ,  p e o p le  
w i l l  r e je c t  m e". In  th e  l a s t  tw o  s e c tio n s , w e  h a v e  b e e n  t ry in g  to  h e lp  yo u  to  th in k  l ik e  
a  s c ie n t i s t .  W e h a v e  b e e n  h e lp in g  you  Question y o u r a u to m a tic  th o u g h ts .  In s te a d  o f  a c c e p t in g  
th e s e  th o u g h ts , now yo u  a r e  look ing  fo r  a l te rn a t iv e s .  Y ou a r e  a  b i t  l ik e  a  s c ie n t i s t  ru n n in g  
a n  e x p e r im e n t  in  w hich  h e  is  te s t in g  o u t a  th e o ry .
TAKING ACTION
Six c te p s  a r e  n e ed e d  to  t e s t  y o u r p re d ic tio n s .
1. T h ink  o f  y o u r p re d ic tio n  (o r n e g a tiv e  th o u g h t) .
2. W hat is th e  e v id e n c e  fo r  and  a g a in s t  th in k in g  th is  w ay?
3. Think o f  how you c an  t e s t  o u t y o u r p re d ic tio n . T h is  w ill b e  a  l i t t l e  E X PE R IM E N T .
4. T ry  o u t y o u r e x p e r im e n t.
5 . M ake a  n o te  o f  w h a t h a p p en s  a s  a  re s u l t .
-  I f  y o u r p re d ic tio n  is show n to  b e  fa ls e  , so  m u ch  th e  b e t t e r .  Y ou w ill b e liv e  y o u r  
"possib le  a n sw e rs"  e v e n  m o re  s tro n g ly  now .
-  I f  y o u r p re d ic tio n  is  show n to  b e  t r u e ,  D O N 'T  W O R R Y . T h is  is  s t i l l  u s e fu l .  Y ou  
now h a v e  a  c h a n c e  to  se e  w h e re  y ou  w e re  g o in g  w ro n g . Y ou c a n  w o rk  o u t  how  
to  th in k  d if f e r e n tly .  O nce you h a v e  w o rk e d  o u t how  to  c h a n g e  th e  w a y  y o u  a c t ,  
you  c a n  t e s t  th is  o u t:  in  a n o th e r  EX PE R IM E N T .
6 . L as tly , you  c an  d raw  so m e  co n clu sio n s. Y ou w ill h a v e  le a rn e d  so m e th in g  f ro m  y o u r 
e x p e r im e n t.
H e re  a r e  a  co u p le  o f  e x a m p le s  to  show yo u  w h a t w e  m ea n .
H a r r ie t  f in d s  i t  d i f f ic u l t  to  ta lk  to  th e  o th e r  w om en  on th e  w a rd . She th in k s  t h a t  sh e  
d o e sn 't  h a v e  a n y th in g  to  say . She r e g re t s  h e r  la c k  o f  e d u c a tio n . F o r  th is  r e a s o n ,  sh e  u su a lly  
av o id s  m ix ing  w ith  th e  o th e r  w om en.
HARRIET
1 . PR ED IC TIO N
(T he n e g a tiv e  th o u g h ts )
"If I ta lk  to  p e o p le , th e y  w ill f in d  o u t  how  s tu p id  
I a m . T h ey  w ill  lau g h  a t  m e  a n d  I w il l  g e t  u p se t" .
2 . TH E EVIDENCE "I on ly  th in k  th a t  th e y  a r e  s m a r te r  th a n  m e .
A nyw ay , th e r e  a r e  lo ts  o f  th in g s  t h a t  I a m  in te r e s te d  
in  w h ic h  I c o u ld  ta lk  a b o u t.  O th e r  p e o p le  sa y  
's tu p id  th in g s ’ and  lau g h  a lo n g  w ith  e v e ry o n e  
e ls e .  How’ d o  I know  th a t  p e o p le  a r e n 't  la u g h in g  
ju s t  b e c a u se  th e y  a r e  h ap p y ?  A n y w ay , w h a t 's  
so  b a d  a b o u t h av in g  a  p o o r e d u c a tio n ?  T h e re  
a r e  m o re  im p o r ta n t  th in g s  a b o u t a  p e r s o n  th a n  
w h e th e r  o r  n o t  sh e  c a n  t a lk  c le v e r ,  " l ik e  b e in g  
h o n e s t ,  o r  lo y a l o r  fr ie n d ly " .
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3. THE TEST
4. THE RESULT
5. W HAT 1 LEA RN ED
"How do 1 know 1 w ill g e t  u p se t  i f  I don’t  t ry .
I w ili s i t  in on th e  g ro u p . I'D Ju s t l is te n  a t  f i r s t  
and ta lk  w hen  an y o n e  sp e a k s  to  m e. I’ll t r y  and  
re la x  and  show an  in te r e s t  in w h a t 's  be in g  sa id . 
R e m e m b er to  sm ile  a t  p e o p le . Look in te r e s te d  
and  o th e r  p e o p le  m ig h t lik e  i t" .
"It w as e a s ie r  th a n  I th o u g h t.  By lis te n in g  to  
ev e ry o n e  e ls e , I w a s  le s s  se lf -c o n sc io u s . I sa id  
so m e th in g  and  e v e ry o n e  la u g h e d . A t f i r s t  I b lu sh ed  
and  w a s  a b o u t t o  w o rry , b u t  I c h e c k e d  m y se lf.
"S ee" I sa id  "you’v e  c h e e re d  so m eb o d y  up".
"My p re d ic tio n  w a s  q u ite  w ro n g . I w o n 't say  
i t  w as e asy , b u t i t  w a sn 't  h a lf  a s  bad  a s  my n e g a t iv e  
th o u g h ts  sa id  i t  w o u ld  b e " .
M ARY
M ary is d ep ressed . She c a n ’t  seem  to  do a n y th in g  to  s h i f t  i t .  She t r i e s  re a d in g , b u t c a n ’t 
c o n c e n tr a te .  She t r ie s  to  w a tc h  te le v is io n , b u t h e r  m ind w a n d e rs  on  to  "n e g a tiv e  th o u g h ts ' 
a g a in . She d e sp a irs  o f  e v e r  g e tt in g  b e t t e r .
1. PR ED ICTIO N
2. TH E EVIDENCE
3. THE TEST
"I am  n e v e r  g c in g  t o  g e t  a n y  b e t t e r .  My m ind 
is go ing . I c a n ’t  d o  a n y th in g  a t  a ll .  I’m go ing  
to  g e t  w o rse . I know  I a m " .
"I know I f e e l  t h a t  I’m n e v e r  g o in g  to  g e t  b e t t e r .  
B ut t h a t ’s ju s t  m y d e p re ss io n  ta lk in g . My m ind 
isn ’t  r e a lly  g o ing . T h is  d i f f ic u l ty  in c o n c e n tra t in g  
is a ll p a r t  o f  d e p re ss io n . M aybe I’m try in g  to o  
m uch . A nd th e r e  a r e  so m e  th in g s  t h a t  I can  
do . I only  th in k  a b o u t  th e  th in g s  I fin d  d if f ic u lt" .
"I w ill t r y  re a d in g  ju s t  a  l i t t l e  b i t  -  m ay b e  ju s t  
a  p ag e . J u s t  to  s e e  i f  I c a n  do  i t .  T hen  I'll t ry  
w a tc h in g  a  s h o r t  T .V . p ro g ra m m e  -  l ik e  th e  new s" .
4. THE RESULT "W ell, 1 re e d  th e  p a g e . B ut w h e t 's  a  p ag e?  W ait 
a  m in u te , th a t 's  a n o th e r  n e g a t iv e  th o u g h t.  P u t t in g  
m y se lf  dow n ag a in . Y es, I sa id  1 w ould  t r y  a 
p a g e  and  1 did th a t .  G O O D . W atch in g  T.V. w as 
m o re  o f a  p ro b lem . T he ro o m  w as a  b it  n o isy .
Found  i t  d if f ic u lt  to  c o n c e n tr a te .  B ut 1 k e p t 
my a t te n t io n  on th e  T.V. a t  l e a s t .  GO O D . Som eone  
sa id , " a re n 't  you w a itin g  fo r  C ro ss ro ad s?"  and 
I ju s t  sa id  "No, I 've  g o t so m e th in g  to  do".
5. W HAT 1 LEA R N ED  "1 found  o u t th a t  my p re d ic tio n s  w e re  q u ite  w rong .
1 c a n  do th in g s  a s  long  a s  th e y  a r e  r e a l is t ic .
R om e w a sn 't  b u ilt  in a  d ay . 1 n e e d  to  ta k e  th in g s  
in sm a lle r  s te p s . And 1 n e e d  to  g iv e  m y se lf  m o re  
e n c o u ra g e m e n t" .
T his is  a v e ry  im p o rta n t s ta g e  fo r  y ou . A lth o u g h  "ch a llen g in g ” y o u r  n e g a t iv e  th o u g h ts  
is  im p o r ta n t,  p u ttin g  th em  to  th e  t e s t  is  th e  BIG ST E P. A t th e  s t a r t  o f  th is  b o o k le t,  w e 
su g g e s te d  th a t  y o u r p ro b lem s s te m  fro m  how you  th in k  a b o u t th in g s  w h ich  h ap p en  to  y ou . 
H ere , w e h av e  ta lk e d  a b o u t p u t t in g  y o u r n e g a t iv e  th o u g h ts  to  th e  t e s t .  A re  th e s e  th o u g h ts  
re a lly  TR U E? O r a r e  you ta lk in g  y o u rs e lf  in to  b e lie v in g  th e y  a r e  b a d  -  w ith o u t a n y  e v id e n c e .
S o m e tim es th in g s  w ill happen  w h ich  WILL b e  u n p le a sa n t. You can  u se  th e s e  e x p e r ie n c e s  
to  le a rn  th a t  l i f e  is  no t a lw ay s p le a s a n t.  O fte n  i t  can  be ve ry  u n p le a sa n t.  We h a v e  t r ie d  
to  he lp  you to  te l l  th e  d if fe re n c e  b e tw e e n  th in g s  w h ich  ARE u n p le a sa n t;  and  th in g s  w h ich  
you THINK a re  u n p le a sa n t. O fte n  th e r e  is  n o t m uch  you c an  do a b o u t r e a l ly  u n p le a sa n t 
th in g s . B ut th e r e  is  a  lo t  you c a n  d o  to  c h a n g e  y o u r n e g a tiv e  th o u g h ts .  T hose  w h ich  m ak e  
you f e d  u n p le a sa n t. P u tt in g  y o u r th o u g h ts  and  p re d ic tio n s  to  th e  TEST is an  im p o r ta n t  
p a r t  o f  th is  ch an g e .
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SETBACKS
You a re  a t  th e  s ta g e  w h e re  you a r e  d e a lin g  d i r e c tly  w ith  
th e  th o u g h ts  w hich  m ade you fe e l  d e p re sse d . Y ou h a v e  le a rn e d  
a lo t abou t th e  kind o f  th in k in g  e r ro r s  you can  m ak e , an d  how 
to  ch a llen g e  th em . W ill i t  now a ll be  p lain  sa ilin g ?  P ro b a b ly  
n o t. The ro ad  to  re c o v e ry  is l ik e ly  to  be  s tre w n  w ith  a ll s o r t s  
o f  o b s ta c le s . Som e w ill s to p  you  in y o u r tr a c k s .  T h e se  o b s ta c le s  
m .gh t knock you back  a b i t .  T h ey  m ig h t be  d is tre s s in g . D O N 'T  
DESPAIR. Such s e tb a c k s  a r e  o n ly  to  be e x p e c te d .  T h ey  
a re  a ll p a r t  o f  y our s ta g e s  o f  re c o v e ry .
In th e  n e x t few  p ages , w e t ry  to  a d v ise  you a b o u t h a n d lin g  
th e s e  se tb a c k s . H ere  you  can  le a rn  how to  d e a l w ith  s e tb a c k s  
w hen th ey  h av e  hap p en ed . Y ou c a n  a lso  le a rn  how  to  t r y  
to  e n su re  th e y  don’t  g e t  an y  w o rse .
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BOUNCING BACK
G e ttin g  over d ep ress io n  m ea n s  m ak ing  c h an g e s  in your l if e .  W hen m ak in g  su c h  c h a n g e s  
th in g s  ra re ly  go sm o o th ly  a ll th e  t im e .  A t t im e s , th in g s  g o  w e ll. Y ou fe e l  th a t  you a re  
a lm o s t o v e r y our p ro b lem s. T hen you h it so m e  "b lack  sp o ts" . Y ou fe e l  th a t  y o u r d e p re ss io n  
is o v e rta k in g  you again . T h ings s t a r t  to  go  w rong . M aybe e v e ry th in g  s e e m s  to  b e  g o in g  
w rong . You w onder if  th in g s  w ill e v e r  g e t  b e t t e r .  You m ay ev en  w o n d e r if  th e r e  is  any  
p o in t in going on. P e rh a p s  so m e th in g  h a s  u p se t you. O r you m ay  ju s t  w ak e  up one  d ay , 
fe e lin g  lik e  th is .
t
O ne th in g  n eed s to  be sa id  a b o u t th is . IT IS ABSOLUTELY N O R M A L TO HAVE TH ESE 
SO RT OF SETBACKS. T h is is  ju s t  a n o th e r  s ta g e  on th e  ro a d  to  r e c o v e ry .  T h ey  a r e  n o t 
a  sign  th a t  you w ill n e v e r  o v e rc o m e  y o u r d e p ress io n . A lthough  u n p le a sa n t,  s e tb a c k s  h a v e  
a  good sid e . S e tb ac k s  le t  you  le a rn  m o re  a b o u t y o u rse lf . T hey  g iv e  you  a  c h a n c e  to  p r a c t i s e  
th e  sk ills  w hich  you h av e  le a rn e d  a b o u t d e a lin g  w ith  d e p ress io n . W e m ig h t ev en  su g g e s t 
th a t  you should go  a s  f a r  a s  TR Y IN G  TO  MAKE Y O U RSELF D E PR E SSE D . By do in g  th is  
c o n sc io u sly , you lea rn  t h a t  YOU c a n  push  y o u rse lf  dow n in to  a  d e e p  d e p re ss io n . O nce  
you h av e  done th a t ,  you can  p u ll y o u rse lf  o u t  a g a in , by  y our ow n e f fo r t s .  G e t tin g  o v e r  
s e tb a c k s  is  th e  s ta g e  w h e re  you  le a rn  to  b u ild  up y o u r c o n f id e n c e . C o n fid e n c e  in Y O U R  
a b ility  to  c o n tro l y our d e p ress io n .
H ere  a r e  som e basic  ru le s  a b o u t d e a lin g  w ith  th e s e  s e tb a c k s . F i r s t ,  w e  o f f e r  a d v ic e  a b o u t 
d ea lin g  w ith  a se tb a c k  w hen  i t  c a tc h e s  you u n a w are s . T hen, w e  o f f e r  you so m e  a d v ic e  
a b o u t develop ing  your own p lan  fo r  d e a lin g  w ith  p ro b lem s in th e  fu tu r e .
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SOME BASIC RULES
-  PO NT PANIC
Getting caught by a setback can be upsetting. Remember that setbacks are a normal 
part of getting over depression. Even people who are not depressed have their "ups- 
and-downs". When you are depressed, however, the downs seem to go deeper. They 
seem more difficult to climb out of. This is only how it SEEMS. Tell yourself very 
firmly -  "don’t panic".
-  USE YO utf SETBACKS
Setbacks can be useful. They tell you about the sort of things which made you depressed 
in the first place. They give you a chance to practise the skills you have learned.
Given time, you will become better at dealing with setbacks, quickly and effectively. 
Tell yourself very firmly -  "here's a chance to learn more about myself and what 
makes me depressed".
-  USE WHAT YOU HAVE LEARNED
People often take a setback to mean that they are "back to square one". They often 
take this as meaning that they have failed. Ask yourself, "have I been able to work 
things out in the past? What evidence have I to show this? Does this not mean that 
I can use these skills again, this time round?" Try out what you know. Stick with 
these new skills. What have you got to lose?
-  GO BACK TO BASICS
By the time you read this, you may have made some progress. You may be at the 
stage of answering negative thoughts as they crop up. You have worked through several 
'stages' of the therapy. That doesn't mean that you can't go back to using some of 
the more basic methods, to control your feelings. Maybe you find it  difficult to answer 
certain negative thoughts. This may make you feel 'down'. Get yourself moving 
again by RETURNING TO BASICS. Use distraction: steer your thoughts away from 
your painful feelings. Start using your activity record again. Plan your daily activities. 
Use the M and P ratings to help you 're-discover' some of your pleasurable activities.
Try writing down your thoughts once again. Or perhaps something is proving difficult 
for you to do. Again, why not write down what it  is you have to do: break it down 
into stages, the way you used to do. Even people who have never been depressed 
find this a useful way of dealing with difficult problems. Don't be embarassed that 
you have to go back to basics. It's the easiest way to get going again. It  makes sense.
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WATCH YOUR BLACK AND WH1TF
As you moke progress, the worse your 'down' speUs will seem by comperison. In o 
strange way, your 'setback' is a sign of your progress. You are upset by the fact 
that you have "slid back" or are "running into difficulties". You only think this because 
you hove something better to compare your depression with. Remember that 'ups-
and- downs' are par, of normal living. Don', le, your 'black-and-white thinking' add 
to your depression.
ADD UP YOUR GAINS
When you f i l l  into depression again, i, often seems as though everything is lost. THIS 
is NOT TRUE. Nothing can take away the gains which you have made. Even i ,  they 
seem to have gone now, they win come bock as your depression lifts again. You can 
help to speed this up by remembering aU the things you learned to do; or picked up 
again recently. Write them al] down. Make a list of all the challenges you faced
no matter how small. Don't stint yourself. Add up each and every gain you have’ 
made recently.
PO N T BLAME YOURSEI.F
One of the easiest mistakes to make when you are feeling depressed, is to blame 
yourself for what has happened. The truth is that NO ONE is to blame. We said 
earner tha, setbacks are a nornud par, of recovery from depression. Instead of heaping 
blame on to yourself for your setback, look upon i ,  as a problem to be solved. Another 
challenge. Don't use your setback as a stick to beat yourself with.
HOLD ON FOR ALL YOU'RE WORTH
If  you don', seem to be able to solve the problem of your setback, don', despair. Don't 
grve up. Time, and a little  sustained effort on your part will see you through. Remember 
times in the past when you thought that all was lost. Things looked black then 
didn't they? But you got over it. This time will be no different. You can bring yourself 
roug . Just remember, when the going gets really tough, HANG ON.
PLANNING
A good way of learning to handle setbacks is to develop your own plan for what to do when 
one happens.
To help you do this, we advise you to sketch out two plans:
PLAN A tells you how you can make yourself as miserable as possible.
This can be used to keep you miserable for a long time. The 
j idea behind this plan is to help you become aware of how you 
act or think in ways which make you depressed. The sooner 
you know what you are doing, the sooner you can do something 
about changing it.
PLAN B is just the opposite. This plan shows you how you can take
steps to overcome your depression. This plan helps you to work 
out ways of challenging your negative thoughts, and changing 
the way you feel.
On the next page, you will find an example of these plans. You w ill see that each is made 
up of thoughts and actions. Things you should say to yourself; anc things to do. These 
are not the only thoughts and actions which you could use. They are just examples of what 
you might try. You might want to work out some plans of your own, based on your own 
experiences. Ask yourself what sort of things have you thought about or done in the past, 
which have made you feel more depressed? What sort of thoughts or actions have you 
used which have made you feel less distressed, or even a little  better.
S O
EXAMPLE
PLAN A
Stay in bed.
Spend as much time as possible 
brooding and feeling miserable.
Leave the day Miapeless and vague, 
and tell yourself it's all too much 
for you.
Don’t do anything you enjoy. Tell 
yourself you don’t deserve it.
Don't give yourself credit for 
anything you do.
Tell yourself that you're weak and 
pathetic for being this way.
Tell yourself you should be over 
your depression by now.
Think about all the things you have 
done wrong in your life . Blame 
yourself for them and tell yourself 
what a horrible person you are.
Tell yourself this treatment is not 
going to work for you, so you might 
as well give up. You'll always be 
this way.
PLAN B
Get up and get busy. You know from experience that 
it will be an effort to start with, but it will get easier 
as you go along, and you will feel better for it.
Staying in bed won’t help at all.
Involve yourself in something. Use distraction 
techniques. Do something active that needs a bit of 
concentration. Come back to answering thoughts 
later, when you feel better.
Plan, in detail, exactly what you are going to do. Take 
one step at a time. Record what you do, and give 
yourself marks for M and P.
Make a point of doing things you enjoy, and of noticing 
small pleasures. It  w ill help you to get out of the 
depression, and you will end up doing the things you 
you have to do, more effeciently.
Give yourself a pat on the back for anything you 
achieve. Remind yourself that when you are feeling 
really bad, even the simplest routine activity is an 
achievement. I f  you can, try and do one extra thing 
beyond the normal routine. It  will make all the 
difference to the way you feel.
Remind yourself that self-criticism will do nothing to 
help you overcome your depression -  in fact, it  will 
make you feel worse. Give what is happening its 
proper name -  it  is a setback, nothing to do with you 
being weak or pathetic. Remind yourself that it is 
quite normal to have setbacks on the way to getting 
better. Try to see this one as a problem you can 
tackle, not a reflection of your inadequacy as a person.
Remind yourself that there is no should about it. Think 
of all the things you have been doing to overcome this 
very tough problem, and allow yourself credit for 
what you have achieved.
Tell yourself that you are only human, so of course you 
have made mistakes in your life  -  it  would be a miracle 
if  you hadn’t. Remember that you wouldn’t expect 
that kind of perfection of anyone else. Ask yourself 
if in fact a lot of the things you have done wrong were 
done in good faith -  they seemed the best possible 
alternative at the time. Remember that you've done 
millions of things in your life, good, bad and indifferent 
and that it  is not fair to judge yourself only on the basis 
of the bad ones. Think about some of the good things 
you have done instead.
Remind yourself what you have already achieved with it. 
I f  it has worked before, it will work again, even though 
it may be difficult to get started. A setbacK does not 
mean all is lost -  it's a passing phase, and you can 
learn from it. Remember the times when this has 
happened in the past.
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APPEFDII 20
Section from the Beck and Greenberg pamphlet, 
’Coping with Depression’.
Typically, the depressed person also sees himself in a very negative 
way. He may believe that he is helpless and alone in the world and 
often blames himself for trivial faults or shortcomings. He is 
pessimistic about himself, about the world, and about his future. He 
loses interest in what is going on around him and doesn’t get 
satisfaction out of activities he used to enjoy. Often he has trouble 
making decisions or getting himself to carry out decisions he has m**
APPEWDII 21
Section 
'Unde ret andi ng you r
from the patient’s manual, 
feelings. ..and solving your problems’ .
Human beings tend to be emotional. Our hearts 
rule our heads, much of the time. However, 
we need to watch that such 'emotional reasoning' 
doesn't lead us into trouble. Do you ever think,
"1 feel guilty. This must mean I've done something 
wrong". Or, "1 know that 1 can't prove it  but 
I just feel that it's true". These are both exanples 
of emotional reasoning.letting your heart rule 
your head.
Again, search for the evidence to support feeling this way. I f  you can’t find any, you will 
have to try to accept that you are being 'emotional'. You are putting yourself down for 
no good reason. You have a choice. You can continue to 'feel' guilty, or let down (or 
whatever) for no good reason, or you can say there is no reason WHY you should feel this 
way: then try to work out how you should be feeling.
APPEMDII 22
The ’flip-chart1: visual aid used to illustrate the 
cognitive model of depression.
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APPBMDII 23
Visual aids used to supplement use of the patient’s manual
1. Visual analogue scale of anxiety and depression.
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2. Thinking errors cards (to sca le).
APPEWDII 24
Introductory notes provided for nurses involved with 
the MCT intervention.
FINDING YOUR WAV
What cognitive therapy tries to achieve couldn't be more simDle It tri** to >,.i„
identify the errors of thinking which help produce her feelinoc of a  t0 the patient
.0  help you think in .  more rea listic , „ L n a f . a y
to  happen to  her in the future, th i, is. in o r i n o j . .  d  "  ‘‘f '  “ d What “  « °m 6
of an illusion. In most 'psychological therapies', only the roughest of ^ m lines’is  or^rfdld k " 8 
Anyone wanting to use' the thenm v Vi=>c j » 7 . ? 1 OI outllnes is  provided.
therapy, there is no need to ad lib^ you simpfey h a v ^ o  f X w  f t e ^ T r 8°  COgnitive
lig h tly  to suit your own p e rs o n a lity ^ w a y  ;y ^ t  al k L d loll " adapt“ g theSe
The second problem is to do with the problem of depresion itse lf  Even , * ,
« id d a l  -  patients. The feelings o f anxiety and a p p r e h e n d  . h T ^ ^ T f ^ h ^ f ^ ^ 5' 
U i. patient* Wcorer*or f0rh helPfa'
-  -  r ; ay ^ ' i n r r ^ ^ e ^ t n g
ofte” the'repealed phrase^iatriC ^  *°  a * • * > “  « ' “ - e n d in g  *
“I never said it  was going to  be easy. But you can do it."
A“  »? * 7 * 6  to  becom e psychiatri.
Jn^ p ing  the nettle’. facing up to  challenge. and ^ l l l n ^ S S ^ e  m ^ n S ^ ^ f l ™ ’ 01’ "  
dif ficultie^Can^w'e a^ tm rp a tiM tts^ o  tto SOTethfog^which'wd'curadveii s e ^ u n w il^ g ^ ! r
In providing you with this 'manual* for m odified cftonifiva .
I understand your anxieties. I am aware o f your apprehension. I say that w i t h  coosteti 
Ib eh eee that them  ’feeling* u e p w tm lp a r e d  d  the lo t of th“ L eA p i* “
- o ^ o n a i  COS,, which m ust he p d d  in cwder to  gain th e  rew an ,, . S c c e 's s M  L ^ c a ,
I hope that these sheet notes w ill be o f som e guidance to  you. 
GOOD LUCK and THE BEST OF THERAPY
Phil Barker
APPSMDII 25
E xam ple o f  i n s t r u c t i o n  t o  n u r s in g  s t a f f  on th e  u s e  o f  
s e c t i o n s  f r o m  t i e  ■ p e t l e n t ' s  s e Z e l ' u ttU m Z Z
IDENTIFYING YOUR NEGATIVE AUTOMATIC THOUGHTS
Use the form UL.N. A T as the basis for this session. This will help the patient identify 
"^ h a p p en ed  around the time that she started to feel bad. Once she has done this, you 
can help her to recall her 'negative automatic thoughts’ by asking her to 'replay' the scene.
EXAMPLE
felt?ght JaniCC’ y° U felt bad yesterday morning . . .  can you tell me exaclty, how you
Uh huh, you felt unhappy . . .  sort of sad. O.K. How bad was that feeling? I f  you could 
rate it on a scale, say 0 to 100, how bad would it have been? 100 would be the very worst 
you have ever fe lt in terms of sadness or unhappiness. ---------
O.K. about 90. Right then . . . .  can you remember where you were when you started 
to feel bad?
I see . . .  and what were you doing? . . . .
Yes, and what was goind on around you? was anything happening? was the radio on’  people 
talking or anything? ^  F
O.K. And were you thinking about anything in particular? I mean were you worrying 
about something, or planning something in your mind . . .  like that? O.K. fine."
After you have helped her fill in the form, review it as follows:
"O.K. Janice, you were sitting in the canteen, having a cup of coffee with Marjory. There 
were a lot of other people milling about. Some of them were arguing about something 
or other. You were trying to talk to Marjory about going into town on a shopping trip 
but you kept thinking about the noise in the canteen, and you couldn't decide whether 
or not to get up and leave cm* complain to the manageress. Is that about it? Alright then 
can you picture yourself there in that situation, just as you described it to me? Alright * 
then, tell me what sort of thoughts are just 'popping' into your head right now?
Write down* clear details of the feelings, situations and automatic thoughts, along with 
ratings of the severity of the feelings and the patient's belief in her 'negative thinking'.
This will be used for future reference, and to help the patient get used to rating her beliefs.
Once she has completed this exercise two or three times, show her how to use the 'triple- 
column' format: where she notes her EMOTIONS the SITUATION and her NEGATIVE 
AUTOMATIC THOUGHTS as they occur to her in everyday life.
At this stage, it is also helpful to gain some indication of how many negative thoughts 
the patient has, each day, by asking her to count thoughts using a simple tick system, 
or -  i f  available -  using a tally counter.
Over the page, are copies of the notes which you should ask the patient to read as back­
up to the instruction given by yourself.
